The Impact of Therapists' Perceptions of Their Own Mortality on the Therapeutic Encounter With Clients Facing Terminal Cancer. by Hofmann, Anne-Sophie.
A Portfolio of Academic, Therapeutic Practice and
Research Work
Including an investigation of 
‘The impact of therapists’ perceptions of their own mortality on the 
therapeutic encounter with clients facing terminal cancer’
By
Anne-Sophie Hofmann
Submitted to the University of Surrey in partial fulfilment of the degree of Practitioner 
Doctorate (PsychD) in Psychotherapeutic and Counselling Psychology
July 2004
ProQuest Number: 27605257
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27605257
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Statement of Copyright
No aspect of this portfoho may be reproduced in any form without the written 
permission of the author, with the exception of the Librarian of the University of 
Surrey who is empowered to reproduce the portfolio by photocopy or otherwise and to 
lend copies to persons or institutions for academic purposes.
© Anne-Sophie Hofinann 2004
Acknowledgements
I would like to thank all the people who supported me throughout my training, 
including the course team. In particular I would like to thank my supervisors, my 
clients, my research participants and specifically Adrian Coyle, whose invaluable help 
enabled me to engage with and pursue areas of research that are personally 
meaningful to me.
Special thanks goes to my fellow trainees, who I feel have always been there for me 
and have made the last three years an enriching and memorable experience.
I would also like to thank my family, including those adopted over time, and friends 
for their faith, love and encouragement to find my way.
CONTENTS
Introduction to the Portfolio 1
Academic Dossier
Introduction to the Academic Dossier 7
Essay: Evaluate whether contemporary models of the dying process are 
sufficiently equipped to facilitate therapeutic practice with terminally ill 
clients. 8
Essay: Discuss countertransference from a modem psychoanalytic 
perspective and its uses within the therapeutic relationship. 17
Essay: In cognitive therapy, how would the therapist understand and 
work with difficulties that arise in the therapeutic relationship. 29
Therapeutic Practice Dossier
Introduction to the Therapeutic Practice Dossier 42
Description of Clinical Placements 43
Final Clinical Paper: Integrating theory, research and clinical practice. 48
Research Dossier
Introduction to the Research Dossier 66
Literature Review: Working with families facing terminal cancer:
A review of the literature on the issues families encounter and 
corresponding systemic interventions. 67
Research Project 1: The impact of therapists’ perceptions of their own 
mortality on the therapeutic encounter with chents facing terminal cancer. I l l  
Research Project 2: Theorising the impact of therapists’ hope and 
hopelessness on the therapeutic encounter with bereaved chents:
A grounded analysis. 176
INTRODUCTION TO THE PORTFOLIO
Introduction
This portfolio contains a selection of academic, therapeutic and research work carried 
out during my doctoral training in Psychotherapeutic and Counselling Psychology. 
The various pieces of work included in the portfolio reflect areas of personal interest 
to me, how these interests evolved and their impact on my development during the 
course of three years. Before providing a summary of the three dossiers of work that 
follow, I shall attempt to elucidate what first drew me to Counselling Psychology by 
providing some background history.
Background history
My journey before coming to Counselling Psychology involved some contrasting and 
sometimes contradictory experiences. I graduated with a degree in Philosophy and 
Politics unsure of what I wanted to do professionally. I had always had an interest in 
working with people and this had prompted me to do voluntary work in the 
community both at school and at university. This mainly consisted of visiting on a 
weekly basis and building a relationship with an older adult, in both cases somewhat 
isolated, in their home. At university I also became involved in a student body whose 
aim was to get students involved m the local community through various voluntary 
projects. I found this an interesting and worthwhile experience particularly given the 
tensions that existed between the student population and the local community.
On leaving university I decided to train as a lawyer, partly by default, partly fuelled by 
a desire for independence but also because of my idealistic hope that it would provide 
me with a skill and knowledge base, which I could offer to assist others. My 
motivation to work with people in a humanitarian capacity prompted me to seek out a 
placement with a human rights organisation during my training and to get involved 
with different voluntary activities; volunteering at free legal advice centres; becoming 
a mentor for an ethnic minority mentoring scheme and a reader for a child literacy 
scheme at a school in Hackney. Early on I realised that working as a lawyer held very 
little appeal for me and found myself searching for what I wanted to do with my life. I
enjoyed my voluntary experiences the most, as their focus was on building 
interpersonal relationships and they provided a context within which I could give 
emotional support to others. My interest in working with people in an emotionally 
supportive role led me to volunteer for a charitable organisation for people in crisis 
and at risk of suicide. The stark contrast between how I felt going to work and how I 
felt leaving work to go and volunteer for the charity made me realise that I wanted to 
change careers and train to work with people in a therapeutic capacity.
I decided to go back to university to do a Conversion Diploma in Psychology for 
Graduates in order to gain a foundation in psychological theory and research. I also 
wanted to gain some experience of practice, which led me to become a Cruse 
Bereavement counsellor. I chose to train with Cruse because of my personal affinity to 
bereavement based on my own experiences of loss. I found the experientially-based 
training and my client work at Cruse immensely rewarding and enriching, with it’s 
keen emphasis on respect for persons, attention to their needs and the healing role of 
the reciprocal therapeutic relationship.
In terms of theoretical exposure, my training at Cruse introduced me to certain key 
concepts within the humanistic and psychodynamic models of therapy. I contemplated 
doing a psychotherapy training but felt uncomfortable with the idea of learning about 
one therapeutic approach in isolation and felt that aside from this I did not know 
enough about any of the therapeutic approaches in order to determine which type of 
psychotherapy training would most accord with my values and personal way of being. 
Thus one of the reasons for choosing Counselling Psychology was the value it places 
on learning about different therapeutic approaches and it’s openness to different ways 
of seeking to understand the complexity of what it means to be human. My exposure 
to psychological theory and research through my psychology conversion course and to 
therapeutic practice through my work with Cruse also made me aware of the value of 
combining the two domains. I considered a Clinical Psychology training but felt that 
Counselling Psychology’s emphasis on facilitating growth and development in 
contrast to the medical model where something is done to the client to cure sickness, 
accorded ivith my personal values, as did the view that in order to facilitate growth the
role of the therapist is to try to understand the client’s inner reality and construal of 
life experiences.
It was in fact Counselling Psychology’s humanistic value base, attention to process 
and emphasis on the centrahty of the therapeutic relationship, which were determining 
factors in my decision to train in this profession. I was also very much drawn to the 
recognition within Counselling Psychology of the importance of having one’s own 
personal therapy emphasising the need for me as a therapist and as a person to become 
more aware of myself and recognising both what I might be bringing to and my role in 
the therapeutic relationship. My experience of personal therapy has played a 
fundamental role in both my personal and professional development, which I see as 
being inextricably linked. I view therapy as an essentially intersubjective situation in 
which the therapist’s use of self plays an important part and I see the therapeutic 
relationship as a medium to facilitate change partly through the healing process 
involved in being and sharing in a relationship.
The portfolio is divided into three sections consisting of an Academic Dossier, a 
Therapeutic Dossier and a Research Dossier, all of which reflect my development 
throughout my training.
Academic Dossier
The Academic Dossier contains three essays, which I have selected from each of the 
three years of training. My first essay evaluates whether contemporary psychological 
models of the dying process are sufficiently equipped to facilitate therapeutic practice 
with terminally ill clients. This choice of subject reflects my interest in existential 
issues, particularly surrounding life, death, loss and meaning and marked the 
beginning of my exploration of these subjects. Through writing this essay I discovered 
the importance of therapists’ awareness of and coming to terms with their own 
existential issues in being able to ‘be with’ the dying person, which influenced what I 
chose to research in my second year.
My second essay also reflects upon the role of the therapist in the therapeutic 
relationship within the context of discussing countertransference from a modem 
psychoanalytic perspective and its uses within the therapeutic relationship. This essay 
explores the different ways in which countertransference is understood and their 
corresponding impacts on whether and how the therapist can use countertransference 
in the therapeutic relationship. I chose to explore this area as it seems closely related 
to whether therapy is viewed as an intersubjective situation, the therapist’s use of self 
and the nature of the therapeutic relationship. Writing the essay confirmed my belief 
in the value for therapists in paying attention to their own responses to their clients 
and in trying to differentiate that which might belong to the client and that which 
might belong to the therapist, with a view to using such awareness to better 
understand and help clients.
My third essay discusses how the therapist understands and works with difficulties 
that arise in the therapeutic relationship in cognitive therapy. This essay examined 
how the therapeutic relationship has been conceptuahsed within the traditional and 
schema-focused models of cognitive therapy and the corresponding ways in which 
difficulties in the relationship are understood and worked with. I found writing this 
essay extremely helpful in terms of my therapeutic practice as it shed light on ways of 
working with difficulties in the therapeutic relationship whilst working within the 
cognitive model. My essay reflected my understanding of the therapeutic relationship 
as pivotal to therapeutic outcome and helped me to find ways of integrating more 
cognitive approaches into my practice.
Therapeutic Practice Dossier
This dossier relates to my therapeutic practice during my training and includes 
overviews of my placements and the client groups I have worked with. It also contains 
my Final Clinical Paper, which discusses how I seek to integrate theory, research and 
clinical practice.
Research Dossier
The Research Dossier contains my first year literature review and two qualitative 
research projects conducted during my second and third years. The hterature review 
focuses on the issues families facing terminal cancer encounter and corresponding 
systemic interventions. I chose to explore this topic because of my own experience of 
terminal cancer within my family. I found that the value-laden terminology (including 
concepts of a ‘meaningful’ or ‘good death’) in the literature associated with death at 
societal and cultural levels seemed to reflect individual anxiety about death. This 
made me curious about therapists working with terminally ill clients who are put in 
touch with the inevitability of their own deaths and how this might impact on their 
work with dying clients. This prompted me to carry out qualitative research during my 
second year on the impact of therapists’ perceptions of their own mortality on the 
therapeutic encounter with clients facing terminal cancer. During my interviews with 
participants, many reported a struggle in staying with their client’s feelings around 
death, including hopelessness and their attempts at bringing hope into the therapeutic 
encounter. Participants’ existential anxiety was seen as contributing to the values and 
beliefs they reported bringing to the therapeutic encounter, which included hope.
My second year research findings on the role of hope and hopelessness in the 
therapeutic encounter with dying clients prompted me in my third year to use 
Grounded Theory to theorise the impact of therapists’ hope and hopelessness on the 
therapeutic encounter with bereaved clients. I chose to interview therapists working 
with bereaved clients because of the salience of hope and hopelessness during times of 
loss. Employing a Grounded Theory approach in researching this area enabled me to 
foreground participants’ phénoménologies leading to experientially based findings and 
the creation of a model that reflects possibilities for best practice in the bereavement 
context.
My experience of my first year research contrasted significantly with that of the 
following two years. The process of writing my first year literature review felt like a 
largely academic and somewhat detached endeavour, my engagement with it 
remaining at an intellectual level. Conversely, I felt much more personally involved in
my second and third year research because of the interpersonal nature of my contact 
with my participants who I interviewed. In both cases, I was asking my participants 
about very sensitive and personal issues (their perceptions of their own mortality and 
their experiences of hope and hopelessness) and I felt very moved and touched by 
their openness, honesty and trust in sharing their personal experiences as well as 
enriched by my encounters with them. My interviews with them triggered a great deal 
of self-reflection not only in terms of my practice, but also in terms of the reciprocity 
in human relationships reflected in their relationships with their clients and with me, 
highlighting our shared humanity. I am drawn to the recognition within qualitative 
research of the role of the researcher as well as the participant in the research process 
and feel that what came out of my research was co-created, wherein lies it’s value to 
me.
Conclusion
I feel that my three years of training have provided me with a solid foundation on 
which to build, making me aware of how little I know and how much more there is to 
learn, experience and discover and that my development in all senses of the word is a 
constant and enduring process.
N.B. The details of individual clients and research participants have been changed and 
pseudonyms have been employed throughout this portfolio in order to protect client 
and research participants’ confidentiality and anonymity.
INTRODUCTION TO THE ACADEMIC DOSSIER
The academic dossier contains three selected essays that were submitted during the 
PsychD course. The first essay is concerned with evaluating whether contemporary 
models of the dying process are sufficiently equipped to facilitate therapeutic practice 
with terminally ill clients. The second essay discusses countertransference from a 
modem psychoanalytic perspective and its uses withiu the therapeutic relationship. 
Finally, the third essay considers how the therapist would understand and work with 
difficulties that arise in the therapeutic relationship in cognitive therapy.
EVALUATE WHETHER CONTEMPORARY PSYCHOLOGICAL MODELS OF 
THE DYING PROCESS ARE SUFFICIENTLY EQUIPPED TO FACILITATE 
THERAPEUTIC PRACTICE WITH TERMINALLY ILL CLIENTS
In order to evaluate whether contemporary psychological models facilitate therapeutic 
practice in this context, it is necessary to understand what we mean by the ‘dying 
process’ and ‘terminally ill’ clients. The relationship between these terminologies can 
perhaps shed some light on how their contemporary meanings are construed within a 
Western cultural perspective. Kastenbaum (2000) suggests that ‘terminally ill’ has 
become the ‘politically correct’ term in an era in which the medical model has shifted 
the focus from the dying person to the illness. Instead of talking about dying with 
clients there appears to be an emphasis on their terminal illness and how to fight it.
In shifting the focus to terminal illness, the emotional impact of dying is attenuated 
and the dying process is medicalised, and contextualised in terms of a decision making 
process involving power relationships. Bauman (1992, cited in Bradbury, 1999) 
suggests that talk about death is transformed into ‘the language of survival’ whereby 
dying becomes an extended negotiation in which a person’s mortahty is contingent on 
the success of treatment. Bauman referred to this as a deconstruction of mortahty. 
However, with the hospice movement and the development of palliative care, 
‘terminal illness’ has been construed as an illness for which cure is not possible and 
death is expected, usually in the not too distant future. Palliative care shifts the focus 
of treatment from the curative to optimising the quahty of hfe that remains, in a 
hohstic way that includes spiritual and emotional health as well as physiological 
symptoms. For the purposes of clarity I propose to refer to the terminally ill person as 
the ‘dying person’ throughout this essay.
One of the most well known studies inspired by the hospice movement was Kubler- 
Ross’s (1970) stage model of dying. Based on interviews with two hundred dying 
people in a Chicago Hospital in the 1960s, Kubler-Ross suggested that her 
respondents travelled through a series of emotional states, which ideally led to their 
acceptance of death. This journey was thought to potentially involve experiencing five
interrelated stages of denial, anger, bargaining, depression and acceptance, which 
could overlap.
In Kubler-Ross’s model denial was understood as constituting the first stage whereby 
the dying person cannot accept that the terminal prognosis is true. When denial wears 
off and reality sets in the anger stage is thought to be experienced whereby the dying 
person feels resentment and rage in reaction to their situation. This anger can be 
directed at the world, fate, God, relatives, friends, carers and/or the self. The anger 
stage was believed to lead on to a bargaming stage during which the dying person 
attempts to make a deal with fate. This stage was thought to entail a degree of hope 
and self-efficacy whereby the person seeks to negotiate how much longer they might 
live with reference to a particular event or milestone. When anger subsides and the 
dying person’s physical condition deteriorates, they are thought to become vulnerable 
to depression, characterised by a great sense of loss. The last stage of dying was seen 
as acceptance and was described by Kubler-Ross as a time when clients appeared to 
be resting after all their previous efforts and readying themselves for the ending as 
best they could. It is worth noting that Kubler-Ross regarded the stages as normal 
responses, recognised individual differences in that people could move back and forth 
between some or all of the stages, and believed that hope could be present throughout 
the sequence.
In evaluating Kubler-Ross’s stage model, it is important to note its contributions to 
therapeutic practice. Foremost would appear to be the attention she drew to the quality 
of life for the dying person. She also emphasised individual differences in the variety 
of ways in which individuals cope with terminal illness and importantly recognised 
that the same person is likely to experience several different responses over thne. This 
highlights the need for therapists to remain open to what the dying person brings and 
to be sensitive to changes that can occur during the course of the dying process. 
Kastenbaum (2000) suggests that Kubler-Ross’s theory also draws our attention to the 
importance of how a dying person’s prognosis is communicated in light of the 
powerfril effect it can have on them. This accentuates the fact that the therapist’s 
communication with the dying person should be structured in such a way as to suit 
their individual needs.
By identifying particular emotional states such as anger and depression and construing 
them as normal as opposed to neurotic or psychotic symptoms, her model facilitates 
empathy and avoids possible overreactions or anger or withdrawal on the part of a 
therapist. Kubler-Ross also draws our attention to the fact that hope may persist in the 
dying person, even when negative emotions seem to be all encompassing. Finally, her 
model does implicitly stress the impact of physical changes on the psychological state 
of the dying person. This is shown in the role of the exhausting struggle and the 
continuing loss of fonction in the shift from anger and bargaining to depression and a 
final phase that is characterised as acceptance or depletion (Kastenbaum, 2000).
Although Kubler-Ross’ stage model initially provided health professionals with a 
secure framework within which to work, this approach has come under widespread 
criticism. Kastenbaum (1975) pointed out that Kubler-Ross’s study was 
methodologically flawed as it is based on interviews conducted and interpreted by one 
person. It also fails to provide statistical information, such as the number of people 
with what types of condition at what medical phase. A number of further 
methodological and interpretive problems prevent the acceptance of the stage model 
as an accurate portrayal of the dying process. Neither Kubler-Ross nor independent 
research has demonstrated the existence of the five-stage model. Her report does not 
provide evidence that the same person did in fact pass through the stages. Although 
some dying people do appear to experience the stages she described, the universality 
of her stages remains unsupported by subsequent observations. Various states of mind 
attributed to clients were not supported by evidence other than by verbal responses in 
interview situations controlled by a psychiatrist.
The stage interpretation fails to take into account the chent’s total life situation, 
including their age, gender, ethnicity, culture, position in the lifespan, the effect of 
their disease, relationship support and conflicts, and the environment of the hospital. 
Rainey (1988, cited in Lair, 1996) argued that the psychosocial aspects of dying have 
tended to take precedence over other perspectives (medical, economic, demographic 
and cultural) and that failing to provide adequate care in these other dimensions is 
foolhardy. Stedeford (1979) stressed that the dying person should never be considered 
in isolation because their interaction with those around them profoundly affects their
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well-being. In addition, styles of coping are thought to influence the way in which 
individuals respond to terminal illness (Murray Parkes, Relf & Couldrick, 1997). A 
client in the ‘stage of anger’ could conceivably be upset because of inadequate care or 
information about their condition. It is also unclear to what extent the stages are 
descriptive or prescriptive. Although the stages are seen as natural, whether and to 
what degree the dying person should be encouraged on to the next stage is unclear.
Shneidman (1973) acknowledged the existence of the feelings present in Kubler- 
Ross’s model, but argued that rather than existing as stages, there is “a hive of affect, 
in which there is a constant coming and going of feelings” including a vacillation 
between disbehef and hope, acceptance and denial. Similarly to Shneidman, Pattison 
(1977) believed that individuals react differently to the experience of dying. Pattison’s 
model put forward three possible processes or phases, which he called the acute 
(crisis) phase, the chronic living-dying phase and the terminal phase. These three 
phases of dying can best be understood in the context of an individual’s dying 
trajectory. Glaser and Strauss (1968) focused on the timelines between illness and 
death, and the effect these have on the dying process. For example, a lingering 
trajectory is characterised by a gradual decline towards death, whereas a quick or 
unexpected trajectory leaves little or no time for preparation. The different dying 
trajectories have obvious implications for Pattison’s three phases of dying.
Buckman (1993, cited in Sheldon, 1997), drawing on his clinical experience, proposed 
a three-stage model: feeing the threat, being ill and acceptance. There are similarities 
with Shneidman’s ‘hive of affect’ in the first stage, which is seen as involving a 
mixture of reactions characteristic to that individual, which may include anxiety, fear, 
shock, disbelief, hope, guilt and despair. The second, chronic stage is seen as 
consisting of essentially flat emotions and often depression, with resolution of those 
elements in stage one which can be resolved. Buckman saw the final stage of 
acceptance as not necessarily applying to those not experiencing distress, who are able 
to communicate and make decisions normally. The problems encountered in relation 
to Kubler-Ross’s (1970) stage theory would appear to be equally applicable to that of 
Buckman.
11
Another model of the dying process which concords with the ethos of palliative care is 
that which construes it as a life-span developmental task. This model is based on life­
span developmental theories, which regard Hfe as a succession of problems to solve or 
tasks to complete at various transition points, starting in early childhood and ending 
with the final phase of life. Erickson’s (1980) theory of development has received 
particular attention in this field because it encompasses challenges/crises encountered 
in later adult years as well as cultural factors. The life-span developmental task 
theories allow for a wider perspective of the dying process, such as in terms of 
potential for growth (Lazarus and Folkman, 1984) and self-actuaHsation (Maslow, 
1969).
Corr (1992) substituted the concept of stages with that of Hfe-span developmental 
tasks and suggested that dying people were faced with four challenges which were 
physical (satisfying body needs and reducing distress), psychological (feeling secure, 
in control, and still having a life to live), social (keeping valued attachments to other 
individuals, groups and causes) and spiritual (having a sense of connectedness, 
transcendence and hope, finding or affirming meaning) in nature.
Corr’s model appears to provide some valuable guidelines in terms of therapeutic 
practice. Viewing the dying process in terms of Hfe-span developmental tasks 
encourages openness to a very broad range of problems rather than viewing it through 
a narrow lens, which could result in oversimplification. This wide spectrum approach 
guards against excessive médicalisation by viewing the situation of the dying person 
hoHstically. It also counters a possible temptation to categorise the dying process as a 
special domain. It would appear more useful to consider dying as a normative rather 
than a pathological episode within the context of the total life span. In so doing, Corr’s 
perspective acknowledges that the dying person may still have tasks to accomplish for 
which their striving and coping resources are very much relevant. It is important to be 
aware however, that this Western goal-directed approach to dying may resonate with 
some individuals and not with others. Although Corr sought to provide a broadly 
drawn descriptive model, its emphasis on ‘tasks’ and underlying values lend it a high 
degree of prescription.
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Very little research has been conducted to test the usefulness or validity of the theory 
that the dying process consists of a succession of tasks. Consequently, similarly to 
other models, the developmental task theory of the dying process has not been 
empirically tested.
The existential perspective with its focus on meaning in life and death provides an 
interesting challenge to the hfe-span developmental approaches with their focus on 
achievement of tasks and adjustment. Although Nietzsche (1954, cited in 
Kastenbaum, 2000) and Kierkegaard (1940, cited in Kastenbaum, 2000) did not 
explicitly address the dying process, they criticised superficial styles of living that 
contributed to a despairing end. The existentialist perspective stresses that questions of 
meaning and purpose are at the heart of both hving and dying. This approach suggests 
that, not only physiological symptoms, but also psychological and spiritual suffering 
may render a dying person’s life and death devoid of meaning. In addition, although 
end of life tasks may be regarded as important, it is their meaning and value to the 
individual that is most salient.
In terms of therapeutic practice, this theory highlights the importance for therapists 
not to become preoccupied with the details of the dying process at the cost of missing 
their significance to the individual. This perspective highlights individual differences 
in how the dying process and its meaning is experienced, which can be influenced by 
a plethora of factors including culture and behef and value systems to name but a few. 
In addition, the therapists’ awareness of and coming to terms with then own 
existential issues are of paramount importance in being able to ‘be with’ the dying 
person and engage in honest and open communication with them (Worden, 1991).
The core assumptions of the existential approach do not lend themselves to traditional 
forms of empirical testing. However this approach raises important philosophical 
questions and draws our attention to the meaning structure through which the dying 
person attempts to understand their situation, which would appear to be highly 
relevant to therapeutic practice.
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Although the different models discussed have either been shown to be 
methodologically flawed or not to have been subjected to empirical testing, it is 
important to be aware of the ways in which they may be able to facilitate therapeutic 
practice. Having examined their individual contributions it would seem appropriate to 
identify their commonalities. The different models of the dying process emphasise the 
importance of communication through active hstening; recognise that the dying 
process is complex and changing and can give rise to a complex mixture of emotions; 
view the dying process as the final phase of life, rather than as a pathological episode; 
suggest that the quality of life of the dying person can be protected and enhanced by 
sensitive human interaction; and acknowledge the significance of the individual in 
shaping their final experiences. The existential approach emphasises the importance of 
self-knowledge and coming to terms with our own mortality in working with the 
dying.
Before concluding, it is important to bear in mind that these models have come from 
Western Europe or the USA so even if aspects of the models can be said to fit Western 
culture their apphcability to other cultures is questionable. These models would 
appear to be relevant to therapeutic practice in that they may alert therapists to 
emotions and issues that they had not expected or reahsed that people who are dying 
may experience. Their commonalities provide some sort of loose framework which it 
would appear helpful to be aware of, while remaining sensitive to the unique 
experiences of the individual, set against their personahty, philosophy of life and 
wider context. Taken as a whole, these different models emphasise the vital need to 
include the individual dying person in our conceptualisations of human experience 
and behaviour.
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DISCUSS COUNTERTRANSFERENCE FROM A MODERN 
PSYCHOANALYTIC PERSPECTIVE AND ITS USES WITHIN THE 
THERAPEUTIC RELATIONSHIP
The term ‘countertransference’ was introduced by Freud (1910) and since then has 
undergone a number of radical changes in meaning. Like transference, it was initially 
regarded as a hindrance to analysis' (Freud, 1912), which required further analysis on 
the part of the analyst. The modern understanding of countertransference, although 
encompassing numerous definitions, perceives it as a central part of analytic theory 
and technique. Broadly speaking, countertransference can be seen as being closely 
linked to transference, in that the patient and therapist affect one another and the 
characteristics of their relationship are particular to the two of them. Whereas 
transference can be seen as the repetition by the patient in the therapeutic relationship 
of old patterns of relating to significant people such as parents, countertransference 
can be understood as those thoughts and feelings experienced by the therapist which 
are relevant to the patient’s internal world and which may be used by the analyst to 
understand the meaning of the patient’s communications in order to help treatment.
Freud and his early successors saw themselves as interpreters of the unconscious 
meaning of their patient’s communications capable of detaching themselves from the 
dynamics of the session and of discerning the normal from the pathological, the real 
from the unreal. They perceived countertransference as an obstacle to accurate 
listening to unconscious processes and the maintenance of the recommended analytic 
mirror-hke approach. Although Ferenczi (1921) challenged the notion that 
countertransference was not useful in understanding unconscious communications and 
advocated greater involvement between analyst and patient through the use of ‘active 
techniques’, it was the object relations school in Britain (Winnicott (1949), Heimann 
(1950), Little (1951), Racker (1953)) and the interpersonal tradition (Sullivan, 1953) 
in America who produced a cogent case for the revision of the concept.
' The terms ‘analysis’ and ‘therapy’, ‘analyst’ and ‘therapist’, and ‘patient’ and ‘client’ are used 
interchangeably for the purposes o f this essay.
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For the interpersonalists, this sea-change was understood as confirming their view that 
the relationship was the most important factor in the treatment of patients’ problems, 
reflecting greater equality and a more humanistic role for the analyst (Abend, 1989). 
Sullivan argued that both transference and countertransference were bound to infiise 
the ongoing interchange between patient and therapist and Fromm-Reichmann (1950) 
went on to suggest that the patient could sometimes provide the therapist with the 
clearest interpretation of his or her countertransferences. However, it was the object 
relations school’s contributions to the debate on the meanings and uses of 
countertransference, which were far more far-reaching and influential.
The object relations school’s understanding of countertransference was that the 
analyst’s own feelings, attitudes and associations to the patient’s communications and 
behaviour were one of the most important tools of his or her work. The latter were 
helpful in understanding the unconscious processes occurring in the patient, even 
though the analyst may not be folly conscious of them at first and only became aware 
of them after careful self-scrutiny (Heimann, 1950). Heimann suggested that 
countertransference was not just part of the transference-countertransference dynamics 
within relationships but that it was part of the patient’s personality. She developed the 
concept of a predictable emotional response on the part of the therapist to the patient’s 
transference and that this predictable response may be explained in part by the 
influence of the patient’s actively projecting aspects of himself onto the therapist (this 
idea was then elaborated in future work on projective identification). Heimann 
radically expanded the definition of countertransference to encompass ‘all the feelings 
the analyst experiences towards his patient’, referred to as the ‘totalistic’ view of 
countertransference in contrast to the ‘classical’ view. Conceptually the ‘totalistic’ 
definition is problematic unless all the patient’s feelings towards the therapist can be 
categorised as transference. Heimann was more preoccupied with implications for 
practice than theoretical cogency, stressing the usefulness of therapists’ controlling 
their emotional reactions, paying close attention to their informational value and not 
burdening the patient with disclosure of such feelings.
Winnicott (1949) introduced the term ‘objective countertransference’, the analyst’s 
love and hate in reaction to the personahty of the patient, based on objective
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observation. However, unlike Heimann, Winnicott was not referring to the different 
types of countertransferences that different kinds of patients might be expected to 
evoke, but specifically, the analyst’s hatred as it was predictably evoked by very 
disturbed patients. The controversial nature of his argument was further compounded 
by his argument in favour of analysts revealing to their patients their hatred, for their 
patients’ and for their own sakes (so that they might be able to endure and carry out 
treatment). Little (1951) expanded these ideas by suggesting that disclosure of the 
therapist’s countertransference distortions which reflected the therapist’s own 
unresolved conflicts would communicate to the patient the therapist’s genuineness and 
honesty and render the patient more accepting of his or her own transferences. 
Although Little was not clear about when and to what extent she disclosed 
countertransferences, she did suggest that the patient will often provide useful 
interpretations to the analyst about his or her countertransference.
Whereas Little focused on the analyst’s technical use of his or her emotional reactions 
to the patient, Racker (1953) refined the theoretical concept of countertransference by 
differentiating between indirect (to third parties) and direct countertransference (to the 
patient himself) and within direct countertransference, between concordant and 
complementary identifications. Concordant identifications are empathie responses, 
based on the analyst’s resonances with his or her patient. Complementary 
identifications are emotions that arise when the analyst finds himself identifying with 
an unwanted part of the patient. Racker suggested that a complementary identification 
occurs when a concordant identification (empathy) fails. He suggested that 
complementary identifications could not be avoided because the analyst always has 
unresolved neurotic vestiges that compel him to respond transferentially to the patient 
and the patient, through projective identifications, induces the therapist to experience 
himself in this ‘complementary’ manner. Thus in projective identification the ‘patient 
projects disavowed aspects of himself into the analyst, who becomes unconsciously 
identified with those parts and may begin to feel or behave in accordance with them’ 
(Bateman and Holmes, 1995).
Klein (1946) introduced the concept of projective identification and saw it as 
comprising a process or method by which the infant relates to external objects during
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the ‘paranoid-schizoid’ phase of development. This initially involves the defence 
mechanism of splitting in order to keep his or her ‘good internal objects’ (the loving 
parts of the self) separate from his or her ‘bad internal objects’ (the aggression-filled 
parts of the self). The infant then fantasises projecting either the split-off good internal 
objects or the split-off bad internal objects mto another person, typically the mother. 
Finally the infant feels identified with the recipient of those projections, hence 
projective identification. Klein suggested that this process was also common in adults 
who were fixated at or temporarily regressed to the paranoid-schizoid position.
Bion (1955) went on to show how projective identification is employed iu an 
aggressive and sometimes violent way by psychotic patients to manipulate the 
therapist’s internal experience. He stressed the value of monitoring the induced 
countertransference in order to understand the patient’s internal experience and 
thereby provide evidence on which to base interpretations. Bion saw the curative 
factor in psychoanalytic treatment as the process by which the therapist contains the 
spht-off, unwanted parts of the patient and returns them through interpretations, 
thereby implying that the therapist is not overwhelmed by the projection. Searles 
(1965,1979) added to the ideas of Bion suggesting the need for therapists to process 
and integrate their countertransferential experience into their own healthier 
personalities and suggesting selective disclosure of countertransferences. Ogden 
(1979) extended Klein’s notion of projective identification to include recovery by the 
patient of a modified version of what was projected into the therapist, thus 
emphasising, like Searles, the manner in which the therapist manages and handles the 
projection.
Racker (1953, 1957) and Money-Kyrle (1956) applied the use of projective 
identification to less severely disturbed patients suggesting that everyone experienced 
occasional blurring of boundaries between self and others. Similarly, Langs (1976) 
argued that projective identification was a universal mechanism used by individuals at 
every level of functioning. He argued that therapists all too frequently failed at their 
principal task of containing and metabolising the patient’s projective identifications. 
Langs suggested that reprojecting non-metabolised material back onto the patient
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which often contained added elements of the therapist’s own pathological self, caused 
greater anxiety to patients who could experience their projections as indeed menacing.
Kemberg’s (1975) contribution to the field lay in his casting of projective 
identification as a primitive form of projection, such that the former involved an 
empathy on the part of the patient for what was projected and a wish to interact with 
or control the therapist, whereas the latter did not. He suggested that projection was 
typically used by neurotics whereas projective identification was used by borderlines 
and psychotics. The question of who uses projective identification is still much 
debated and the concept remains controversial, particularly with regard to the 
therapist’s reception of the patient’s projective identifications. It remains unclear the 
manner and extent to which the patient’s extruded part can be seen as being replicated 
in the therapist’s experience, whether there is such a thing as ‘objective’ 
countertransference or whether the therapist’s own personahty impacts on the 
projection. The concept has been criticised for implying that the projections are made 
into an ‘empty container’, although Kemberg, Langs and Ogden have recognised that 
the therapist’s personality is apt to colour his or her induced experiences. In defence 
of this criticism, one could argue that through the application of the therapist’s self- 
knowledge gleaned through personal analysis and the use of caution, projective 
identification can be rendered a useful tool in understanding the patient.
Gorkin (1987) stressed that the understanding sought by patients in projective 
identification is not simply a cognitive knowing but an emotionally involved knowing. 
For patients to experience contact or a sense of being able to communicate, they need 
to sense that they are ‘getting to’ their therapists i.e. that the therapist takes in the 
split-off, unwanted part, makes it a part of the therapist’s self and does so without 
becoming overwhelmed by it. Therapists can provide cues to their patients that they 
can contain the projections without becoming consumed through offering 
clarifications, interpretations and remaining silent. How this is communicated will 
vary according to different approaches and can entail drawbacks, such as being 
experienced as withholding (silence) or as a non-digested reprojection (an ill-timed or 
inappropriate interpretation).
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Racker (1953) drew attention to the double-edged nature of the therapist’s receptivity 
to countertransference in projective identification. Although countertransferential 
experiences can be used to better understand the patient, he argued that these 
experiences can also overwhelm and detrimentally affect both patient and therapist if 
they become inextricably bound in a transference-countertransference bind. Racker 
suggested that every transference neurosis in the patient tends to produce a 
corresponding countertransference neurosis in the analyst, which varies in degree of 
consciousness and intensity according to the analyst’s ‘personal equation’. He 
suggested that the therapist’s task was neither to resist the countertransference nor to 
drown in it, by ‘splitting’ his or her ego into a part which participates and one which 
observes in order to gain an emotional understanding of the patient’s inner world.
Racker argued that the countertransference neurosis could be destructive when 
enacted with the patient but that if it could be experienced internally without being 
played out, the therapist’s neurosis could be of immense value in understanding the 
patient. Bollas (1983) and Searles (1979) assumed that the analyst often becomes 
transiently or ‘situationally’ ill as part of the curative process with the patient. It is 
when the analyst is situationally ill that he is thought to be in a position to be most 
therapeutic (in terms of understanding the patient fi’om ‘within’) or most destructive to 
the patient. Tower (1956) argued that the patient needs to sense that he has engaged 
the therapist and that it is for both therapist and patient to struggle to work their way 
out of their transference-countertransference entanglement and thereby experience a 
‘new’, healthier and less neurotic way of relating to each other. Transference and 
countertransference interpretations are seen as having a great impact because they are 
made in the living context of a ‘new experience’ between patient and therapist.
There remains wide disagreement on whether, how, when and what analysts disclose 
of their countertransference to their patients. One argument against such disclosure is 
that it would burden the patient or provide too great a gratification to him that might 
confound the patient’s transference to the analyst. In addition, those against disclosure 
of countertransference argue that whatever its purpose, it can be achieved through 
other means and that such disclosure reflects the needs of the therapist and not the 
patient. Although these arguments may apply some of the time, it is arguable that
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selective disclosure can accomplish goals, which may not be attainable by other 
means. Numerous reasons have been put forward for communicating 
countertransference: the need to clarify both the fact and the nature of the patient’s 
impact on the therapist and on people in general (Ferenczi (1931), Little (1957), 
Winnicott (1949)); the confirmation of the patient’s sense of reality (Ferenczi (1931), 
Little (1951), Searles (1979), Winnicott (1949)); the need to establish the therapist’s 
honesty or genuineness (Little (1951)); the need to establish the therapist’s humanness 
and confirm the universality of transference, thereby enabling the patient to more 
readily accept them in himself (Epstein (1979), Little (1957)) and; at times the need to 
break through a deep resistance and move forward in the therapy (Bollas (1983), 
Epstein (1979)).
Underlying the specific reasons for disclosing countertransference, is arguably a 
shared belief in what makes people sick and the therapeutic value of the patient- 
therapist relationship. Namely, the traumatic events and deprivations experienced in 
early childhood and the reparative nature of the experience of the ‘new relationship’ in 
therapy (Kahn, 1991). In this context, the selective communication of 
countertransference becomes a tool, which seeks to provide the patient with this ‘new 
experience’, one that is dissimilar from the one that the patient experienced as a child. 
Bateman and Holmes (1995) argue that knowing how and when to use 
countertransference are the quintessential skills of the analyst. Perhaps in exercising 
these skills, the therapist can usefiilly consider whether disclosing his or her 
countertransference or an aspect thereof is a choice for the chent or to satisfy a need of 
the therapist and whether in doing so he is co-creating a new and healing relationship 
or being drawn into an old destructive one (Kahn, 1991).
In conclusion, it is the work of the late 1940s and early 1950s, which has largely 
shaped the current approaches to the concept of countertransference. Analysts of 
differing persuasions no longer seem to view countertransference as applying to the 
analyst’s principally unconscious, conflict-ridden reactions nor as only a hindrance 
and of no value to the therapeutic relationship. Instead, while there continues to be 
disagreement concerning what if anything can be disclosed to the patient, analysts 
have become more cognisant of their emotional reactions to their patients, more aware
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that these reactions are often present in the therapeutic relationship and that they can 
provide usefiil information about the patient. This was partly influenced by the 
development of a more sophisticated understanding of the role of transference, 
involving a greater attunement to its interactional and interpersonal dimension. The 
shift in attitude towards countertransference is demonstrated in the awareness shown 
by some ‘classical’ analysts that even the ‘blank screen’ or ‘mirror’ approach may 
succumb to influences due to the analyst’s personahty and responsivity in the 
therapeutic relationship and that the analyst’s emotional reactions can provide 
information about patients and their transferences.
The interactional dimension was even more pronounced by the Sullivanians, Langs 
(1976) and Gill (1982) with their emphasis on the mutual and continuous interrelation 
between transference and countertransference. In addition, much work has been 
carried out on the interpersonal processes involved in projective identification, which 
has considerably contributed to our understanding of the transference- 
countertransference transaction. A lack of consensus remains as to what 
countertransference entails: ‘classical’ analysts include the analyst’s transferences or 
unconscious responses to the patient which may include conflict-based responses; the 
totalistic approach includes all the analyst’s responses to the patient, both conscious 
and unconscious, and; the counterpart approach includes the natural, expectable 
counter to the patient’s transferences or way of interacting (Winnicott, 1949) both 
conscious and unconscious.
It would seem that the difficulty in reaching agreement over how countertransference 
is defined relates to the greater controversy over the role of the therapist in the 
therapeutic relationship. A number of differences in emphasis would seem to play an 
important role in how countertransference is understood and whether and how it can 
be used in the therapeutic relationship. The totalistic and counterpart approaches in 
contrast to the classical approach would seem more prone to emphasise the usefulness 
of the analyst’s emotional responses to the patient, perceive the analyst’s qualities as a 
‘real’ person to be of potential value in the curative process and stress the therapeutic 
value of a ‘new’ experience, as well as interpretation. Perhaps one way of approaching 
the complexity of this area is to seek to identify within the totalistic definition of
24
countertransference, that which is the counterpart, or expectable response of the 
therapist to the patient’s personality and behaviour (‘objective’ countertransference) 
and that which derives from the analyst’s personal conflicts or personality 
(‘subjective’ countertransference). By approaching the therapeutic relationship with 
the view that it will comprise both objective and subjective countertransference, part 
of the therapist’s job can be seen as seeking to become aware of and delineate these 
parts and to use this insight to better understand and help the patient.
In analysing the hterature on the meaning and uses of countertransference in the 
therapeutic relationship I have been struck by its complexity and the extent to which it 
seems as though the subject area has been intellectualised by the different 
investigators. This has felt particularly significant in terms of the emotional dimension 
of countertransference and has at times felt as though it has contributed to a distancing 
from the therapist’s emotional reaction to the patient, its meaning and its potential use 
within the therapeutic relationship.
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IN COGNITIVE THERAPY, HOW WOULD THE THERAPIST UNDERSTAND 
AND WORK WITH DIFFICULTIES THAT ARISE IN THE 
THERAPEUTIC RELATIONSHIP?
ILLUSTRATE WITH EXAMPLES FROM YOUR OWN PRACTICE.
Cognitive therapy has witnessed significant changes over time in terms of how the 
therapeutic relationship and hence difficulties that arise in it have been conceptualised 
and worked with. These differences in conceptualisation, the traditional and 
reformulated schema oriented approaches, as well as their impact on how the therapist 
might understand and work with difficulties will be examined and illustrated using 
case examples.
Traditionally, and in contrast to other therapeutic approaches, the therapeutic 
relationship was seen as the vehicle through which the tools and techniques of 
cognitive therapy could be applied to resolving the client’s problems rather than using 
the therapeutic relationship per se (Sanders and Wills, 1997). Based on a model of 
collaborative empiricism, the idea was that therapist and client collaborate in testing 
the validity of the client’s interpretations, assumptions and behefs with a view to 
facilitating positive change (Beck et al., 1979). A good relationship was seen as 
necessary but not sufficient for therapeutic change to take place (Beck et al., 1979). 
Therefore the active ingredients of therapy were seen as the technical aspects, which 
needed to take place in the context of a positive working alliance. However, the 
collaborative empiricism model’s assumptions that a working alliance could be 
relatively easily established fi*om the outset of therapy (based on the establishment of 
Rogers’ (1957) core conditions) and that the concern of therapy lay in addressing 
problems external to the therapeutic dyad (Beck et al., 1979) proved to be 
problematic, particularly in the context of certain difficulties.
The very nature of cognitive approaches with their emphasis on challenging thoughts 
and beliefs which the client may have held for a long time, highlight the salience of 
the therapeutic alliance. Therapists embarked upon challenging clients’ distorted 
thinking who are perceived by clients as lacking empathy, respect and genuineness
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could be experienced as insensitive and in some cases persecutory (Moorey, 1990). 
Beck et al. (1985) stressed that the relationship should develop on a reciprocal basis 
and that hidden agendas should be avoided. Consequently, the client’s feedback on the 
therapy was encouraged so as to hmit the possibility of client resistance and in order 
to give the client a sense of self-efficacy. Therapists were encouraged to strive for 
transparency and thereby ideally not form hypotheses which they were not prepared to 
reveal to chents.
In spite of the collaborative premise of cognitive therapy, the inevitable power 
differential in the relationship could lead some clients to feel threatened or intimidated 
by their therapist (Gilbert, 1992). This possibility would seem particularly salient for 
depressed clients who might already suffer from feelings of powerlessness or 
inferiority. Attention to the therapeutic relationship would also necessitate awareness 
of and sensitivity to the role played by the client’s sex, age and culture. For example, 
challenging a client’s belief which constituted a part of their cultural behef system 
might prove very distressing for them and impact their ability to trust the therapist and 
consequently to engage in the therapy.
For clients with long-term difficulties or more complex needs - such as interpersonal 
difficulties, multiple presenting problems or personality disorders - the therapeutic 
relationship was considered more significant (Beck et al., 1990; Safran, 1990; Safran 
and Segal, 1990) and its estabhshment a significant challenge (McGinn, Young and 
Sanderson, 1995). Clients, whose core conflicts were seen as interpersonal in nature, 
were thought likely to experience difficulties in engaging, such that they might 
respond to therapists in non-coUaborative ways; non-compliance (e.g. missing 
appointments) and complex interpersonal reactions (difficulties trusting the therapist, 
demanding special entitlements or using suicide threats to communicate with the 
therapist (Persons and Bertagnolli, 1994)). Cognitive therapy for complex, long-term 
difficulties (Beck et al., 1990; Layden et al., 1993) has sought to make sense of these 
interpersonal responses and thereby re-examined the role of the therapeutic 
relationship.
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The growing interest in the therapeutic relationship as a source of information and a 
vehicle of change in its own right led to research into the relative contribution of non­
specific relationship factors versus technical factors in therapy. This research 
recognised the importance of both factors, with a positive relationship making a 
significant contribution to the outcome of cognitive therapy (Persons and Burns, 1985; 
Persons, 1989; DeRubeis and Feeley, 1990; Bums and Nolen-Hoeksema, 1992; Raue 
and Golfried, 1994; Wright and Davis, 1994; Horvath, 1995). Other research (Horvath 
and Symonds, 1991) has shown that it is the therapeutic relationship more than any 
other factor, including theoretical orientation, that determines the effectiveness of 
therapy.
Attention has been paid to the ways in which the therapeutic relationship itself could 
be used as an active ingredient in cognitive therapy (Beck et al., 1990; Jacobson, 
1989; Safran, 1990; Safran and Segal, 1990; Young, 1994), for example, providing an 
arena where clients could experiment with new behaviours, such as expressing 
emotions which they would normally suppress in front of others. With the advent of 
schema theory, the view of negative responses to the therapeutic relationship as 
impediments to treatment was revised and negative responses were re-conceptualised 
as “open windows into the patient’s private world” (Beck et al., 1990). The 
relationship was seen as an arena in which the client could engage in a variety of 
schema driven behaviours and where schema maintenance could be seen m action 
(Wills and Sanders, 1997). Occurrences in the relationship were understood as 
indicative of the client’s core beliefs and assumptions, providing live illustrations of 
the mechanisms by which clients confirmed these assumptions (Persons, 1989; Beck 
et al., 1990; Safran, 1990; Safran and Segal, 1990; Wright and Davis, 1994).
Clients with complex needs were understood as often struggling with or lacking the 
interpersonal abilities such as tmst and intimacy upon which effective therapy 
depended (Beck et al., 1990). Difficulties in the therapeutic relationship can 
accordingly be understood as reflecting clients’ interpersonal problems in their 
everyday lives (McGinn et al., 1995). The theoretical concept of schema arose from 
the recognition that clients tend to repeat their interpersonal difficulties in their 
relationships, including those with their therapists (Persons, 1989). Segal (1998)
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defined schema as stable cognitive patterns, which reflect organised elements of past 
experience that form a cohesive body of knowledge. Consequently schema determine 
what people retain from their experiences and are seen as fimdamental in the 
establishment and maintenance of long-standing and complex psychological 
difficulties. Padesky (1994) suggested that complex clients typically have extreme and 
inflexible schema, which lead them to act in rigid and unhelpful ways. The 
development of such unhelpful or maladaptive schemas (such as negative beliefs 
about themselves and others) is understood as having arisen from once adaptive 
attempts (trying to render the world predictable and safe) to make sense of and cope 
with traumatic childhood experiences (Young, 1990).
The construct of schema has been seen as usefiilly applicable to interpersonal 
relationships (Safran and Segal, 1990). Given that infants need to leam to predict 
interactions in ways which facilitate relatedness with their primary caregivers, Safran 
and Segal (1990) suggested that children develop generalised representations of self- 
other interactions, derived from their experiences with early attachment figures. These 
interpersonal schema are seen as playing an important role within idiosyncratic 
cognitive-interpersonal cycles (Safran and Segal, 1990) in which core beliefs and 
related compensatory behaviours become activated and reinforced (Corrie, 2002). 
Such established behaviours are conceptualised as influencing how others react and 
hence interpersonal exchanges. Kiesler (1983) delineated this mechanism through the 
principle of complementarity, whereby compensatory behaviours tend to evoke an 
interpersonal “pull” m others which elicit schema-consistent responses that in turn 
reinforce the characteristic behaviours. A vicious cycle is then put in place, which 
undermines the possibility of developing more adaptive interpersonal experiences, 
which might disconfirm existing schema.
Rudd and Joiner (1997) suggested that a clear conceptual framework was crucial in 
aiding cognitive therapists to identify and work with fundamental relationship issues 
that they can apply to themselves as well as clients. Rudd and Joiner (1997) developed 
a framework for identifying therapists’ and clients’ cognitions about the therapist, the 
client and the therapeutic process, known as the Therapeutic Belief System (TBS). 
The TBS not only facilitates the identification and examination of therapists’ and
32
clients’ automatic thoughts and assumptions about the therapeutic process, but also 
enables therapists to hypothesise about underlying schema which might contribute to 
their understanding of their and their client’s emotional and behavioural reactions.
Rudd and Joiner (1997) suggested that clients’ beliefs and assumptions about their 
therapists are on a continuum from victimiser, to collaborator, to saviours, all of which 
evoke different emotional and behavioural responses. Perception of a therapist as 
victimiser, for example, might ehcit angry or fearful responses from a client or passive 
interpersonal behaviours, disruptive to the therapeutic relationship. Clients’ beliefs 
about themselves are also seen as ranging on a continuum from victim, to 
collaborator, to caretaker. A client who beheved he or she was a victim might feel 
hopeless and correspondingly become over-compliant or resistant, whereas one who 
saw him or herself as a caretaker might seek to focus on the therapist’s needs at the 
cost of his or her own.
The TBS also recognises that therapists seeing clients as aggressors or victims Night 
threaten the collaborative alliance as they might adopt the role of aggressor, saviour or 
victim themselves. The validity of clients’ maladaptive schema are likely to be 
confirmed when therapists’ associated emotional reactions (such as anger or anxiety) 
ehcit complementary behaviours (such as rejecting the chent by early termination of 
treatment or overprotection).
The case of a chent I saw recently illustrates how the TBS can be used to understand 
and work with difficulties in the therapeutic relationship. Miss N is a 45 year-old 
woman who was referred for difficulties in her interpersonal relationships. Miss N had 
had numerous intimate relationships with men which had always followed the same 
pattern whereby she had had high hopes at the start that they might be able to form a 
long-term and close relationship but which had always ended in rupture. Miss N had 
also been to see a dozen therapists over the last twenty years always with the hope that 
they might be able to help her change but whom she saw as having been “useless”.
In my first session with Miss N she expressed anger that she was seeing a therapist 
whom she considered to be “too young and inexperienced” to be of any use to her.
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Through guided discovery she became aware of her belief that I would “inevitably let 
her down” just as her previous therapists and partners had done. My initial response 
was to acknowledge and challenge Miss N’s belief that my age and limited experience 
would mean that I would let her down, while simultaneously letting her know that she 
would not have to work with me if she did not want to. However, on reflection I 
became aware that understood within the TBS framework I had responded defensively 
according to my own view of myself as a victim and Miss N as an aggressor 
(automatic thoughts including “she thinks Tm not good enough”; “perhaps I am too 
inexperienced to work with this person”). In responding to Miss N by saying she was 
free to see another therapist, it seemed that I in turn became a victimiser in her eyes, 
as she perceived me as unconcerned, abandoning and rejecting. This seemed to reflect 
her sense of herself as a victim who felt hurt and angry with me and hopeless at the 
prospect of her deriving any benefit from the therapy.
Miss N’s responses to me provided helpful information about what might be 
happening in her other relationships in which she frequently felt rejected. Although 
we were able to form a working alliance in spite of the difficulties that arose at the 
start of the therapeutic relationship, it proved a fragile one given that Miss N’s 
thoughts and beliefs made her wary of my motives, as she often seemed to perceive 
me as aggressor rather than collaborator. It proved very important for me to carefully 
monitor my own thoughts, assumptions and behaviours about Miss N, myself and our 
therapeutic relationship in order not to react defensively and thereby confirm Miss N’s 
interpersonal schema. The TBS provided a useful framework for understanding the 
difficulties in the relationship so as to avoid a repetition of the patterns Miss N 
experienced in her other relationships.
By conceptualising interpersonal difficulties in the therapeutic relationship in terms of 
the role played by schema the ways in which these difficulties are worked with are 
significantly impacted. The TBS highlights how cognitive therapy conceptualises 
difficulties in the therapeutic relationship as opportunities to elicit beliefs and 
assumptions, which can be usefully used in formulating and planning appropriate 
interventions. Through the use of schema-focused techniques and awareness of how 
clients’ schema are being activated in sessions, therapists can help their clients to
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understand how their schema shape their interpretations of reality and consequently 
their interpersonal reactions (Corrie, 2002). Schema therapy draws upon many of 
Beck’s (1976) original methods (such as guided discovery, problem-solving, cognitive 
restructuring) as well as experiential and interpersonal methods using schema as a 
unifying element (Young, 1990). Schema therapy uses these methods to develop 
adaptive schema and undermine maladaptive schema developed in childhood. This 
requires a detailed exploration and restructuring of childhood experiences (through 
imagery and role-play) and entails the use of, for example, thought diaries, historical 
reviews and behavioural experiments aimed at establishing the evidence for and 
against existing schema (Young, 1990).
In schema-focused work the therapeutic relationship is the primary context in which 
maladaptive schema are identified and modified and is in itself a vehicle for 
facilitating emotional change (Wills and Sanders, 1997). Schema therapy advocates 
allowing negative reactions to arise in the relationship as manifestations of 
transference cognitions. Beck et al. (1990) define transference cognitions as biases in 
information-processing whereby the therapists’ actions are interpreted through the 
lens of pre-existing schema. Emphasis is placed on the importance of developing a 
warm therapeutic alliance and functioning as participant-observers (Safiran and Segal, 
1990) when working with transference cognitions. Safiran (1990) stated that this 
process enables therapists to generate hypotheses about underlying schema based on 
emerging interpersonal reactions. In applying this participant-observer approach to my 
therapeutic relationship with Miss N I was able to explore with her, her schema 
underlying her belief that I would let her down, such as “I am unlovable”, “I am 
faulty” and “Others are not trustworthy”. Miss N was able to understand how her 
schemas about herself and others had developed firom her childhood experiences of 
her parents as unpredictable and emotionally unavailable to her.
Having gained an understanding of how Miss N’s schema had been developed we 
were able to apply cognitive techniques (such as a historical review of the evidence 
for and against her early maladaptive schema) to deepen her understanding and begin 
to question her beliefs and assumptions. Young (1990) suggested that it is also 
through the process of limited reparenting, whereby the quality of relationship
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provided by the therapist directly counteracts the early maladaptive schema, that 
schematic change is enacted. The therapist seeks to offer a reparative approximation 
of the missed emotional experience of the client with a view to disconfirming 
maladaptive schema the client holds about self and others. In order for this to be 
achieved it is necessary for the therapist to refrain from carrying through their 
automatic action tendency, paying close attention to the processes behind it (Corrie, 
2002).
Rather than assuming that therapists’ responses to clients are the result of the clients’ 
schema (or cognitive transferences) cognitive therapy now recognises the role of 
cognitive countertransference as an aid to identifying schema as well as therapeutic 
progress (Wills and Sanders, 1997). According to Layden et al. (1993) this requires 
paying close attention to therapists’ own cognitive countertransference, namely all 
their responses to clients including automatic thoughts, schemas, emotions and 
actions. It is vital for therapists not to assume that the feelings they experience in the 
therapy result solely from the client’s schema. As for clients, therapists’ schema play 
an active role in how they process information about chents and therefore the 
development of biases, dysfunctional assumptions and schema.
Wills and Sanders (1997) emphasise that therapists’ schema, assumptions and 
experiences inevitably influence how they act, feel and react in therapy. Therefore it is 
paramount that any conceptualisation of difficulties in the therapeutic relationship take 
into account the therapist as well as the chent. As a result therapists must strive to 
become aware of any behefs, schemas or assumptions they hold which could 
potentially interfere with the therapy. Given that the therapist and chent may have 
differing behef systems as a result of culture, age, background, gender and individual 
experiences, engaging in personal therapy (Bannan and Malone, 1992) as well as 
supervision may be useful to enable therapists to become more aware of the behefs, 
values and assumptions which could impact on their relationships with chents. Strean 
(1985) suggested that in order to recognise countertransference reactions, therapists 
must foster a non-judgmental self-awareness in order to identify emotional reactions 
such as anger, hopelessness or attraction, which can be brought to supervision. In 
addition J. S. Beck (1998) suggested that therapists could pick up on processes
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occurring at a preconscious level by monitoring interpersonal responses using daily 
thought records, role-play rehearsal and audio-tapes.
Having examined the therapeutic relationship Avithin the traditional and schema- 
focused models of cognitive therapy, the ways in which the therapeutic relationship 
and difficulties within it are conceptuahsed and worked with would seem to be 
constantly evolving. This process brings with it ambiguities such as whether the aim 
of therapy is to prevent ruptures from occurring or to actively encourage their 
emergence, whether cognitive transference and countertransference issues should only 
be examined in the context of ruptures in the therapeutic relationship and whether 
cognitive transference and countertransference are inherently maladaptive or include 
adaptive variations (Corrie, 2002).
In conclusion, although it seems that the technical skills and tools of cognitive therapy 
constitute hallmarks of this approach, it appears that the establishment and 
maintenance of an effective therapeutic alliance also plays a pivotal role. As Wright 
and Davis (1994) suggest, technique and relationship do not constitute separate 
domains of therapy but can instead be seen as integrated aspects of one process. This 
observation would seem to be true of more recent approaches to cognitive therapy 
with their conceptualisation of the therapeutic relationship and the difficulties that 
arise in it as active ingredients in therapy (Sanders and Wills, 1997).
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INTRODUCTION TO THE THERAPEUTIC PRACTICE DOSSIER
The therapeutic practice dossier relates to my therapeutic practice and contains an 
overview for each of my placements, including the client populations that I have 
worked with. It also includes my Final Clinical Paper, which provides an account of 
my personal approach to integrating theory and research into my therapeutic practice.
N.B. As stated in the introduction to the portfolio, all potentially identifying 
information related to clients, including details about placements and supervisors, 
have been changed or omitted in order to protect client confidentiality.
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DESCRIPTIONS OF CLINICAL PLACEMENTS
First Year Placement: Older Adults Community Mental Health Team
My first year placement was in a Community Mental Health Team (CMHT), which 
provided a specialist service for older people with mental health problems aged 65 and 
above. The team was located in a hospital and included two consultant psychiatrists, 
other doctors, psychologists, community psychiatric nurses and social workers. 
Referrals for psychological services were made by GPs or through the CMHT. The 
client group served included inpatients, outpatients and people within the community 
living in nursing homes, assisted accommodation or in their own homes. There were 
three inpatient wards for older people with mental health needs, each with a different 
remit: assessment; functional needs such as depression or anxiety; and organic 
problems such as dementia. Outpatient services included a day centre for older people 
with fimctional mental health needs and a specialist resource centre that provided 
specialised residential and day care services to older people with all forms of dementia 
and Alzheimer’s disease.
I worked with clients experiencing a wide range of difficulties including anxiety, 
depression, physical disabilities and illness, loss and dementia. I saw clients for 
weekly individual therapy sessions in a consulting room located in a hospital, in their 
own homes and in a nursing home. The duration of the psychological therapy offered 
to clients was flexible, ranging from a few sessions to up to seven months. As well as 
individual therapy work within such differing contexts, I undertook group work 
running Reminiscence and Anxiety Management groups with an occupational 
therapist, and a Life-Events and Coping group with a trainee clinical psychologist. 
These varied experiences provided me with insight into this particular client 
population and their needs as well as the roles of different health professionals, how 
they complement each other and the range of services offered to clients by the CMHT. 
I received weekly individual supervision from a clinical psychologist, who provided 
mainly person-centred supervision, although ideas from other approaches were 
incorporated when this was deemed appropriate.
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Second Year Placement: Student Counselling Centre
My second year placement was in a student counselling centre located within a 
university. The client group served included undergraduates and postgraduates and the 
counselling’ sessions were provided free of charge. The duration of counselling 
available to clients within this setting was flexible, agreed jointly between client and 
counsellor and based on client’s needs, ranging from a few sessions to up to nme 
months of individual weekly sessions (this upper limit was a result of the duration of 
my placement). Clients were mostly self-referred although there were occasional 
referrals from the student medical centre. The waiting list was such that clients could 
generally be seen within a week of requesting an appointment and there were also a 
crisis appointments system such that those clients who felt they were in need of 
immediate support could be seen the same day.
The student population at the university was diverse in terms of nationality, culture, 
ethnicity and belief system. As this was reflected in the client group I worked with, I 
gained significant experience of working with clients from diverse backgrounds. I was 
aware that each client would have his or her own individual experience of their 
nationality, culture, ethnicity and belief system and sought to gain a greater 
understanding of this in the context of the work we were doing together. In addition, 
the clients’ presenting problems were varied including issues relating to development, 
transitions, separation and identity, as well as physical and sexual abuse, abandonment 
and relationship difficulties.
I received weekly individual psychodynamic supervision initially from a 
psychodynamic psychotherapist and following her having to go on sick leave, from an 
integrative/psychodynamic psychotherapist. I also attended fortnightly team meetings 
(consisting of therapeutic practitioners and trainees) during which my colleagues and I 
made case presentations. In addition we took it in turns to present and discuss 
theoretical papers, which often looked at therapeutic practice from a psychodynamic 
perspective and focused on issues relating to the student population such as 
transitions, development and identity.
’ The terms ‘counselling’ and ‘therapy’ are used interchangeably throughout this dossier.
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Third Year Split Placement: Primary and Secondary Care
Both parts of my split placement took place within the same NHS Trust, with the same 
supervisor, a counselling psychologist with a special interest in CBT. Supervision for 
both placements consisted of weekly one-hour meetings and was predominantly 
cognitive-behavioural in terms of therapeutic approach. My supervisor’s experience of 
working within different therapeutic approaches and encouragement to draw upon my 
prior learning and experiences facilitated the transition to working within a cognitive- 
behavioural framework as I was able to draw parallels between different models.
(a) Primaiy Care -  G.P. Surgery
Half of my placement involved working in a GP surgery. Chents were referred for 
therapy by their GPs who filled in a very brief form with their details and their reasons 
for referral. Chents were then placed on a waiting list for a period of up to two to three 
months before being seen for assessment. Assessments spanned up to two or three 
sessions and chents were offered between six and eight fortnightly sessions of therapy 
or referred to secondary care services where their needs were considered to warrant 
longer-term therapy by virtue of their complexity and/or nature. I saw chents for 
therapy in GP’s consulting rooms, a contextual factor, which seemed to impact some 
chents’ perceptions of me and what my role was in my relationships with them. For 
some, in particular those with perfectionist st^dards, this seemed to affect their view 
of me as an authority figure associated with the medical profession who they hoped 
might ‘teh them what to do’. I sought to address this relational dynamic and power 
imbalance when it arose by exploring it with chents but also realised that CBT’s 
directive and skills-oriented nature may have added to their association of me with the 
medical profession and it’s corresponding emphasis on ‘curing’ and ‘treating’ illness. 
Chents presented with a diverse range of difficulties including health anxiety, social 
anxiety, panic attacks, depression, obsessive-compulsive disorder, bereavement and 
interpersonal difficulties.
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(b) Secondary Care -  Psychology and Psychotherapy Department
This half of my placement was in the Psychology and Psychotherapy department of a 
Mental Health Centre. The department offered different models of psychotherapy 
including cognitive-behavioural therapy (CBT), psychoanalytic psychotherapy and 
systemic therapy, as well as individual and group therapy. Allocation to different 
therapeutic models was done following assessments of clients who were referred from 
primary care or from CMHTs. The duration of therapy available to clients varied 
according to therapeutic model. Given that I was on a CBT placement almost all of 
the clients I worked with had already been assessed and placed on a CBT waiting list. 
The duration of CBT offered to chents was twelve to twenty sessions of weekly 
individual therapy. The client group was diverse in terms of age, nationality, culture, 
ethnicity and socio-economic background and presented with a wide range of issues 
including anxiety, panic attacks, depression, interpersonal difficulties, bereavement 
and childhood physical and sexual abuse.
As part of my placement, I attended a weekly psychodynamic seminar where 
presentations on difficult cases (complex clients) were made and discussed in a group 
(consisting of a psychoanalyst, counselling and clinical psychologists and trainees). 
This provided me with an opportunity to receive group supervision from a 
psychodynamic perspective on a number of my chents who I presented during the 
course of the placement. Psychoanalytic papers were also presented and discussed at 
the psychodynamic seminars. In addition to my CBT chent work, I was given the 
opportunity to work psychodynamically with one client for the duration of my 
placement. I received weekly half hourly psychodynamic supervision from a 
psychoanalyst for this one client, which took the form of discussing verbatim accounts 
of my sessions with the chent.
I also attended weekly departmental assessment workshops (consisting of a 
psychiatrist, a psychoanalyst, counselling and clinical psychologists and trainees) 
outside of term dates, at which I presented one of my chents. The assessment 
workshop focused on identifying the treatment of choice for the particular client being 
presented. Following the presentation, the departmental gtoup would split into smaller
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groups according to therapeutic model (psychoanalytic, cognitive-behavioural, 
cognitive-analytic, systemic/narrative) for discussion of the client who had been 
presented, before rejoining in the larger group in order to share their thoughts and 
make suggestions with a view to finding a way forward.
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FINAL CLINICAL PAPER: INTEGRATING THEORY, RESEARCH AND
CLINICAL PRACTICE
Introduction
I attempt to provide an overview of how I engage with the process of integrating 
theory, research and practice by reflecting on the different aspects of my training 
experience that have contributed to my professional development. I endeavour to 
demonstrate my personal approach to integration by exploring how the value base of 
counselling psychology, my epistemological position, different psychological theories, 
research and my own personal therapy, supervision and clinical practice have each 
shaped my evolving identity as a counselling psychologist.
Counselling psychology’s humanistic value hase
I was drawn to counselling psychology because of its emphasis on respect for persons 
and an understanding of their unique phénoménologies as well as its focus on 
facilitating well-being rather than responding to pathology. In contrast to the medical 
model whereby something is done to the client to cure sickness, counselling 
psychology emphasises the value in being with the client in a way that facilitates 
growth and development. In keeping with humanistic values and in order to facilitate 
growth the counselling psychologist needs to try to understand the client’s inner 
reality and construal of life experiences (Woolfe, 1996).
Theoretical integration - Epistemological position
I see integration as a process rather than as a result involving a constant endeavour to 
integrate both within and between different therapeutic models, my professional and 
personal life experiences as well as, myself and my therapeutic relationships with 
clients. I agree with Clarkson’s (1996) suggestion that true integration continuously 
undertaken can only be done on an individual and personal basis, such that individuals 
and their problems are always prioritised over any theories or techniques.
48
A potential impediment to attempts to integrate the three primary paradigms in 
counselling psychology (namely humanistic, psychodynamic and cognitive- 
behavioural) is the perception of them as in opposition or contradiction to one another. 
However, if viewed from a wider perspective, integration can represent an open and 
creative communication between what might initially seem to be conflicting and 
contradictory explanations of human beings (Clarkson, 1996). As Rothenberg (1979) 
suggests, creativity often emerges when apparently contradictory positions can be 
tolerated. Based on an integrative position of inclusion rather than exclusion, theories 
can be seen as stories or metaphors, which help us to make sense of ourselves, others 
and the world rather than representing the ‘truth’ (Clarkson, 1996).
I believe that adopting an inclusive approach to exploring how theoretical models 
relate to one another helpfully shifts our attention away from focusing on right or 
wrong, truth or falsehood, and emphasises our responsibility in reflecting on our 
practice in a coherent way in the best interests of each individual client. I feel that 
adopting this stance helps me by enabling me to refer to more than one theory in order 
to try to understand what is evolving m my therapeutic encounters with clients. 
Understood in this way the ‘locus of integration’ is internal, involving a moment-by- 
moment use of self-in-relationship in the therapy session (Hollanders, 2003).
I feel that each of the theoretical models I have leamt about during the course of my 
training contribute helpfiil ideas to the therapeutic endeavour and recognise that I am 
personally most drawn to the humanistic and psychodynamic approaches, in particular 
the humanistic approach’s emphasis on the chent’s subjective experience and the 
psychodynamic approach’s emphasis on the concepts of transference, 
countertransference and the unconscious as well as their common emphasis on 
emotions and the value of the therapeutic relationship.
The therapeutic relationship
My personal experience as a client in therapy and my professional experience as a 
therapist throughout my training, have both influenced me in regarding the therapeutic 
relationship as central irrespective of theoretical model. I àm consequently very drawn
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to Clarkson’s (1990) model of the multiplicity of the therapeutic relationship, which 
Hinshelwood (1990) described as a way of conceptualising the inherent contradictions 
and incompatibilities between different psychotherapies in terms of differences in 
priorities and emphasis. Research suggests that experienced therapists of different 
traditions are in broad agreement that the relationship between the client and therapist 
is of paramount importance in therapy (Howe, 1993). In addition, the properties of the 
chent, therapist and their particular relationship have been found to be the best 
predictors of success in therapy (Norcross and Goldfried, 1992).
Given that ‘we are bom of relationship, nurtured in relationship, and educated in 
relationship’ (Cottone, 1988), it seems appropriate for an integrative paradigm to see 
the chent as always in relationship, regardless of theoretical approach. Thus a 
cognitive-behavioural approach can be seen as paying particular attention to the 
working alliance, a psychodynamic approach to the transference-countertransference 
relationship, psychodynamic and humanistic approaches to the 
reparative/developmentahy needed relationship, existential and humanistic approaches 
to the person-to-person relationship, and a transpersonal approach to the transpersonal 
relationship (Clarkson, 1990). Viewed as states in therapy, an individual can be seen 
as constmcting their own unique experiences in and between these various 
relationships, as well as in a context where culture, race, gender, sexual choices, 
ability, class and other considerations impact on the forming of relationships.
Research integration -  The scientist-practitioner
The model of scientist-practitioner places emphasis on the need to engage in an 
ongoing process of research to provide a base for practice and to evaluate practice 
critically. Based on these principles the scientist-practitioner model can be seen as ‘an 
integrated approach to knowledge that recognises the interdependence of theory, 
research and practice’ (Meara et al., 1988).
There appears to be an inherent conflict between counselling psychology’s 
phenomenological view of the nature of science and the generation of knowledge and 
a traditional scientist-practitioner model based on a positiVist/empiricist epistemology.
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which focuses solely on the measurement o f ‘objective reality’. Indeed van Deurzen- 
Smith (1990) argues that the philosophical underpinnings of counselling psychology 
lie in ‘the immense gap left open by a psychology too devoted to narrow scientific 
principles to pay proper attention to what it means to be human’. If the aim of the 
counselling psychologist is to help people to lead more fulfilling lives, it can be 
argued that attention to individuals’ unique subjective experiences is as important as 
the search for objective facts which characterises experimental psychology.
The conflict between epistemologies can perhaps be overcome by encompassing 
multifaceted approaches to knowing rather than any single doctrine within evidence- 
based practice. As Corrie & Callahan (2000) suggest, a reformulated scientist- 
practitioner model which includes innovative and phenomenological approaches (such 
as Interpretative Phenomenological Analysis (IPA) and Grounded Theory) as well as 
quantitative methods would seem to be entirely consistent with the core values of 
counselling psychology.
The core values of counselling psychology and my belief in the importance of the 
therapist’s use of self in therapy, were influential in my decision to adopt IPA in 
analysing the impact of therapists’ perceptions of their own mortality on the 
therapeutic encounter with clients facing terminal cancer. The acknowledgement 
within this phenomenological approach that the outcome of IPA represents an 
interaction between participants’ accounts and the researcher’s interpretative 
framework (Smith et al., 1999) resonated with my interpersonal view of therapy and 
my findings that therapists’ perceptions of their own mortality did impact on their 
therapeutic encounters with clients. One such impact involved therapists ‘holding’ 
hope for their clients, which prompted me to use Grounded Theory in theorising the 
impact of therapists’ hope and hopelessness on the therapeutic encounter with 
bereaved clients. Employing Grounded Theory enabled me to once more foreground 
participants’ phénoménologies with a view to generating local, contextual theory from 
the systen^tic analysis of qualitative data from participants’ accounts’ (Henwood & 
Pidgeon, 1992). I feel that the qualitative research methods I employed and the areas I 
chose to research (the therapist’s impact in the relationship) are in parallel in that they
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both reflect my personal belief in the role of the researcher/therapist in the relationship 
and in the co-creation of what arises in the research/therapeutic encounter.
Personal therapy
My experience of personal therapy plays a fundamental role in my ongoing personal 
and professional development and has reinforced my view of the salience of the 
therapeutic relationship, the interpersonal nature of therapy and the therapist’s self as 
an active ingredient in therapy. I feel I continue to derive much personal and 
professional benefit from my own therapy in seeking to increase my understanding of 
myself in relationship. I agree with Storr’s (1990) view that the skills a therapist needs 
to develop depend upon reciprocal understanding: the more the therapist understands 
about himself, the more he or she will be able to understand his or her clients.
Since the start of the doctorate I have been in personal therapy with a psychoanalytic 
psychotherapist. I feel my personal therapy has helped me to become more self-aware 
and work on my personal difficulties, whilst providing me with a subjective 
experience of what it feels like to be a client. My experience of being a client has 
made me more aware of the power dynamic in therapy and what it might feel like for 
some people to be in the client’s shoes. For example my early apprehensions about 
going into therapy and experiences of feeling vulnerable and exposed have helped me 
to gain a greater appreciation of how vulnerable clients might feel at times when 
talking about their inner worlds and the importance of trust in the therapeutic 
relationship. This has I think helped me to develop greater empathy for clients who 
find it very difficult to trust and for whom opening up to me as their therapist involves 
taking risks and a great deal of courage.
I have found it extremely important to be aware of my own responses to my clients in 
working with the therapeutic relationship. I have sought to develop my self-awareness 
by reflecting on what might in my countertransference belong to me i.e. at times 
signally issues that it would be helpful for me to bring to personal therapy. This has 
helped me to become more aware of some of my ‘blind spots’ and the ways m which 
my personal material comes into the therapy room with clients. An example of this is
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my difficulties with endings, which relate to my experiences of loss. At the beginning 
of my training I realised that I found it difficult to address the ending of therapy in my 
sessions with clients and that I asked my clients how they felt about the ending when 
there was very little time to explore this. Having become more aware of this ‘blind 
spot’, I feel better able to provide a space in which my clients can explore how they 
feel about the ending.
Supervision
Supervision has been invaluable in my development as a counselling psychologist in 
providing me with a safe space within which to reflect on my work with clients and to 
learn about process. It has also been an important source of support at times when I 
felt anxious about my clients and doubted myself feeling unsure about how I might try 
to help them. I feel I have been very fortunate in having had good relationships with 
my supervisors, which enabled me to explore more difficult areas of my work, for 
example mistakes I had made, and reflect upon how these could be worked through 
with my clients.
I discussed at length with my second year supervisor whose approach was 
integrative/psychodynamic the difficulty around ‘not knowing’ and the importance of 
reflecting on this as well as being able to hold the anxiety and self doubts resulting 
from the recognition that I did ‘not know’ what it was like to be the client and what 
they might need in any given moment. My awareness of ‘not knowing’ reinforced my 
perception of theories as more or less helpful guides in any given moment and the 
importance of recognising their limitations, especially when their use served to 
distance me from a client by providing me with security rather than being in the best 
interests of a client.
I greatly valued the group supervision I experienced at university, feeling very 
supported and held within the group and able to talk openly about my clients, my 
relationships with them and my feelings towards them. What felt most conducive to 
being able to use the space freely and take risks was the trust that was built up in the 
group. I learnt an enormous amount from being able to listen to other peoples’ clinical
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experiences and in relation to my own, to the often differing perspectives of the group 
members including their sometimes varied emotional reactions to my clients. This was 
very enlightening in providing diverse perspectives on what might be happening in the 
therapeutic relationship and how the client might be feeling rather than a sense that we 
could ‘know’ how the client felt or experienced the therapeutic relationship.
Therapeutic practice integration
Having sought to elucidate the influences on my personal approach to the process of 
integrating, including counselling psychology’s humanistic value base, my 
epistemological position, understanding of the therapeutic relationship, the scientist- 
practitioner model, experiences of personal therapy and supervision, I will offer an 
account of how I approach integration in terms of my practice. By way of clinical 
examples, I will try to convey the impact of my personal approach, context and 
theoretical orientation in each of my three placements.
First Year: A person-centred beginning
In my first year I worked in a Community Mental Health Team (CMHT), which 
provides a specialist tertiary care service for older adults with mental health problems 
aged 65 and above. I specifically chose to work with older adults because of my 
personal interest in existential issues, particularly around loss, meaning, life and death, 
which seemed to be salient to this client group and were also the subject of my 
research.
In my first year placement I adopted a predominantly person-centred approach laying 
primary emphasis on the quality of the therapeutic relationship and the client’s 
individual experience and subjective reality. A central premise of the person-centred 
approach is that the client can be trusted to find his own way forward if the therapist 
can accompany him in a relationship where he can begin to feel safe and to experience 
the first intimations of self-acceptance. Rogers believed that creating a relationship 
where the growth process can be encouraged involves seeking to provide the core
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conditions of unconditional positive regard, empathy and congruence (Rogers, 1951, 
1957, 1961).
The role of the person-centred approach in my first year can be illustrated through my 
work with Mrs C, a 67-year-old woman, referred by her GP for her anxiety. Her 
increased anxiety since her retirement had impacted on her day-to-day life, her sleep 
and her sense of being able to cope with things to the point where she had at times felt 
panicky and out of control. I sought to provide Mrs C with a relationship in which she 
could begin to express and work through her problems, including her anxiety and 
transition into retired life. Mrs C seemed to experience difficulties in exploring her 
feelings and to perceive me as an expert from whom she would like to have concrete 
advice on how to deal with her problems. I found this very challenging as I often felt 
as though we were at cross-purposes with her wanting me to tell her what to do and 
my believing that it was more therapeutic to facilitate her in talking about her feelings. 
I tried to redress the power imbalance implicit in her perception of me as an ‘expert’ 
by being congruent about the conflict I was experiencing between our differing 
approaches to therapy and thereby endeavouring to build up trust.
An added challenge came in my supervisor’s suggestion that I incorporate relaxation 
exercises into the therapy to help Mrs C cope better with her anxiety. Incorporating a 
relaxation exercise seemed contradictory in terms of the mixed messages I was giving 
to my client: ‘I am not an expert, but here are some techniques which might help you 
cope with your anxiety’ and seemed incompatible with my attempts to redress the 
imbalance of power in our relationship. However my practice was primarily 
determined by the perceived needs of Mrs C and the seemingly conflicting 
interventions of ‘being with’ and ‘doing’ something with her were evaluated in terms 
of their usefiilness to her based on her feedback. My awareness of the conflict enabled 
me to reflect on how this might impact on Mrs C’s perception of me and explore this 
with her.
Another issue was Mrs C’s revelation early on in the therapy that she had been seeing 
another psychologist simultaneously for the same amount of time and her anxious 
feelings about what to do and whether I would reject her once she had told me about
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it. The resulting dynamic between us felt reminiscent of her early experiences of her 
mother’s threats of abandonment. Mrs C seemed anxious that I might leave her and I 
also felt anxious that she might leave me in choosing the other psychologist over me. I 
found it helpful to draw upon attachment theory in order to increase my understanding 
of how Mrs C might experience her key relationships (Bowlby, 1979) and in particular 
how she might be experiencing me and our relationship. Mrs C’s relationship with her 
mother seemed to have involved onerous ‘conditions of worth’ (Meams & Thome,
1999) whereby Mrs C had understood that she “had to be good” or else her mother 
might abandon her. These early experiences would seem to have led her to develop a 
pattern of anxious attachment with high levels of anxiety.
In exploring Mrs C’s wishes regarding how to proceed, she expressed her desire to 
continue working with both the other psychologist and myself simultaneously. I 
discussed this in supervision, the ways it could impact on my client and myself and 
concluded that it was important to provide Mrs C with clear boundaries so that she 
might feel contained. I sought to do so by explaining why I thought she should make a 
decision as to who she wished to continue working with. I felt it was very important to 
be congruent about my own feelings of confusion and uncertainty about working 
alongside another professional and my concern that she might also experience it as 
confiising. I sought to provide her with as much clarity about what she could expect 
from therapy with me (duration, style of working etc.) so that she could make an 
informed decision. In asking her to make a choice, she was in a position whereby she 
could exert control over her situation and exercise her internal locus of evaluation. 
Mrs C decided to continue in therapy with me. This experience taught me the value in 
being able to draw upon different therapeutic models both in terms of trying to meet 
the client’s needs (person-centred and behavioural) and in trying to understand 
therapeutic process and the client’s and my own subjective experiences of being in 
relationship with one another (attachment theory). However, most importantly my 
work with Mrs C drew my attention to the value of congruence, because I felt that 
sharing my feelings served an equalising fimction and positively contributed to our 
capacity to form a therapeutic relationship.
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Second Year: A meeting o f humanistic and psychodynamic ideas
My second year supervisor described himself as integrative/psychodynamic. Great 
emphasis was laid in supervision on examining the transference-countertransference 
relationship, seeking to differentiate within my countertransference that which might 
give us insight into the clients’ internal world but also that which belonged to mine. 
By conceptualising therapy as an intersubjective situation, I felt the power imbalance 
was to some extent abated as both therapist and client can be understood as viewing 
the therapy through the lenses of their own templates, repetitions and unconscious 
fantasies (Gill, 1982). Kahn (2001) suggests that the value of the intersubjective 
perspective lies in its emphasis on the therapist’s contribution to the therapy situation 
and its demand for scepticism about the therapist’s view of the situation. In reflecting 
on my practice and in particular on my countertransference, I found these ideas 
helpful in trying to become more aware of my part in the therapeutic relationship. My 
personal therapy provided me with an invaluable space in which to explore that which 
seemed to belong to me and the helpful and unhelpful ways in which it might be 
impacting on my relationships with clients.
I found Kohut’s (1971, 1984) theory of self psychology particularly appealing in 
trying to reconcile psychoanalytic and humanistic ideas by viewing the task of the 
therapist as providing a corrective emotional experience the main component of which 
was empathy. Kohut’s suggestion that before the client could begin to look into some 
of his defensive patterns, he needed to feel accepted and understood by the therapist 
accorded with my own personal values and belief in the importance of providing a 
safe space in the form of a relationship built on trust.
My second year placement was in student counselling, whose client base was 
culturally diverse. I sought to be mindful o f each client’s individual relationship with 
their culture, ethnicity and belief system, which could have many dimensions and how 
it might impact on the way they perceived and experienced the world. The potential 
role of culture was present in my work with Mr R, an 18-year-old Italian first year 
undergraduate who referred himself for therapy because of his ‘intrusive’ thoughts. 
Mr R seemed very ambivalent about coming to therapy, which manifested itself in his
57
coming late to the early sessions, not talking about his feelings and stating that he did 
not think I could help him. I discussed in supervision my hypothesis about the client’s 
difficulties identifying and discussing his feelings based on an object-relations 
perspective, but sought to simultaneously reflect upon to the possible role which the 
client’s culture and gender at both a societal and a family level (Hollanders, 2003) 
might play in terms of his difficulties with emotional expression and reluctance to 
engage in therapy.
I hypothesised that Mr R’s intrusive thoughts and what later transpired to be 
difficulties in interpersonal relationships could relate to his early experience of a lack 
of a holding or facilitating environment as a baby (Winnicott, 1965). Such an 
experience could have led to compliance on his part towards his mother and to the 
earliest stage of the development of a ‘false self. Mr R would seem to have 
experienced a high degree of split between his true and false selves, representing a 
psychic dissociation between his intellect and his emotions, with his mind becoming 
the location of his false self and hiding his true self (his emotions) (Winnicott, 1965).
I sought to provide a holding and containing environment in which Mr R could 
experience having his emotions ‘mirrored’ (Winnicott, 1965) and develop his ‘true 
self, thereby gaining a better understanding of his feelings towards his parents and 
gradually gaining a more secure and accepting sense of himself and others. Mr R’s 
ambivalence to therapy seemed to relate, at least in part, to existing feelings towards 
his parents (who he experienced as not responding to his needs) that had been 
transferred onto me. Mr R’s past experiences of not having his needs responded to 
would seem to have impacted on his ability to trust me and contributed to a fear that I 
would not be available to him. In fact, by only starting to talk at the end of sessions it 
seemed that Mr R unconsciously set in place a pattern of rejection whereby he knew I 
would end the session, but perhaps also a more restricted and therefore safer boundary 
within which to open up. His comments about the frame and his acute awareness of 
the time during sessions made me reflect on how important it was to provide Mr R 
with clear boundaries so that he might feel safer and more held and contained.
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My countertraiisference feelings seemed to reflect Mr R’s ambivalence in that I 
vacillated between feelings of great sadness, despair, and the desire to care for him, 
particularly when he talked about his parents, on the one hand, and a detached sense 
of false confidence and distance from him and his feelings on the other. I also 
struggled with feelings of self-doubt and uncertainty as to how I could help him and 
‘not knowing’ what was happening between us, particularly during the sessions when 
he said very little.
In supervision I became aware that in opening up at the end of sessions Mr R was 
attempting to engage and communicate something. This made me realise that it was 
important to address what was happening between us. I explored with him how he 
experienced the therapeutic relationship and how his past experiences of not 
expressing his feelings or having his needs responded to impacted on his experience 
of me and our relationship. In particular I commented on how in beginning to talk to 
me just before the sessions ended, it seemed as though a pattern of rejection was set in 
motion, and I explored how he experienced this. This seemed to create a shift in the 
therapy as Mr R was able to express some of his feelings about me and our 
relationship and with time was able to start talking earlier on in the sessions, thus 
changing the pattern that had existed between us. This experience taught me a lot 
about the complexity and salience of the therapeutic relationship and the value in 
paying attention to both conscious and unconscious processes. I also experienced how 
hard it is to hold ‘not knowing’ and the value in being able to bear ‘not knowing’ as 
well as associated feelmgs of self-doubt and anxiety.
Third Year: The road towards integration
In my third year I did a split cognitive-behavioural placement working in both primary 
(GP surgery) and secondary care (a psychology and psychotherapy department). My 
supervisor encouraged me to draw upon what I had learnt in my first two years of 
training and to draw parallels, becoming more aware of the role of language across the 
models and how certain humanistic or psychodynamic ideas could be understood 
within a CBT framework. I found it extremely difficult at first to adapt to the 
emphasis on techniques and ‘doing’ something with the client in CBT. However, it
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was by focusing on the therapeutic relationship in CBT (Safran, 1990; Wills and 
Sanders, 1997), that I was able to reconcile some of these difficulties and to some 
extent adapt to this new way of working.
My interest and exposure to humanistic and psychodynamic influences during my first 
and second years, meant that I was more drawn to schema-focused therapy (SFT) 
(Young, 1994; Young & Klosko, 1993) with its integration of concepts and techniques 
from various perspectives (including cognitive, behavioural and psychoanalytic) than 
to the traditional CBT model. I sought to make use of SFT concepts where this 
appeared to be in the best interests of the client, such as in the case of Miss N, a 45- 
year-old white British woman referred by her GP because of her difficulties in 
interpersonal relationships and ongoing depression. In supervision we discussed the 
potential usefulness of SFT in helping Miss N to become more aware of her patterns 
of relating and corresponding core beliefs. In addition, CBT has been shown to be 
effective in the treatment of depression (Hawton et al., 2002; Roth & Fonagy, 1996) 
and the emphasis on collaboration and transparency within the CBT model were seen 
as potentially helpful in addressing some of the difficulties Miss N experienced in the 
therapeutic relationship.
Using a schema-focused approach we were able to identify the salience of the 
abandonment lifetrap’ (Young & Klosko, 1994) for Miss N and a core belief that she 
will inevitably lose the people she loves and be left emotionally isolated. Miss N 
appeared to have sought to cope with her painful experiences of emotional 
abandonment by developing the belief that she is ‘unlovable’ in some way and that 
others are rejecting. As a result it would appear that she has found it very difficult to 
trust others and that she has sought to protect herself by seeking to withdraw and 
reject others before they can, as she sees it, reject her. This once adaptive coping 
strategy would seem to have become maladaptive in depriving Miss N of the security 
and closeness she longs for and in contributing to her relationship difficulties, 
depression and sense of isolation.
 ^ ‘Lifetraps’ are equated with schemas and defined as ways in which self-defeating negative patterns 
acquired during childhood are recreated in adulthood.
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We initially focused on Miss N’s mixed feelings about the therapy, in particular her 
concerns that I was too young and inexperienced to be of help to her. I found this 
difficult at first as I felt rejected and wondered how we could form a collaborative 
working alliance with one another. I discussed in supervision my difficulties working 
with Miss N and initial desire to reject her by hoping that she might choose to see 
another therapist when I, for ethical reasons, let her know that she did not have to 
work with me and could choose to see someone else.
Through the use of supervision I was able to see how Miss N’s difficulties in 
relationships might understandably also be present in our relationship. In particular 
Miss N seemed to cope with her fear of abandonment and difficulties trusting me by 
trying to protect herself and thereby rejecting me and withdrawing. It seemed as 
though my initial desire to reject Miss N was a repetition of a pattern she encountered 
in many of her relationships, related to the abandonment lifetrap.
I sought to facilitate trust and build a collaborative relationship with Miss N by being 
transparent and sharing my preliminary formulation with her that the difficulties in our 
relationship might relate in part to her fears of abandonment and her corresponding 
once adaptive attempts to protect herself from being rejected and hurt by rejecting or 
withdrawing from others. I was also congruent about my own feelings of being 
rejected and concerns about how we might be able to work together given her doubts 
about my capacity to be of help to her. I also acknowledged the real relationship 
(Clarkson, 1990) and the role that my age and experience did play for her. Being able 
to express my feelings and acknowledging the reality of Miss N’s concerns seemed to 
be an important part of the therapy as it enabled us to talk about our relationship more 
openly and to explore her fears of being abandoned. Given Miss N’s fears of 
abandonment and the finite nature of therapy and hence our relationship, it seemed 
particularly important to explore and address her feelings about the ending. I had 
previously identified this as an area that I struggled with, however, having had the 
opportunity to work on this with my therapist, I felt better able to work on endings 
with my clients.
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At the end of therapy, although Miss N reported that she felt she had gained 
something from the therapy in that her sleep and mood had both improved, she was 
concerned about how long this might last and expressed doubts concerning whether 
there had been any change in terms of her relationship pattern. This experience taught 
me a valuable lesson in terms of the hopes and expectations that I bring to the 
therapeutic relationship, reflecting my own need to be of use to my clients, and the 
importance of accepting and respecting clients and where they are in relation to 
whether or not they are ready or willing to change.
Conclusion
‘When all is said and done, nothing in our work may be more important than our 
willingness to bring as much of ourselves as possible to the therapeutic session. 
Whether a given feeling or attitude is expressed in words is less important than that 
we are present in the deepest and fullest sense of that word’ (Kahn, 2001). Holding 
this conviction does not resolve the dilemma of how to work with clients in any given 
moment and the great value in striving to do so through reflective practice, but it does 
pay tribute to the importance of the interpersonal and reciprocal nature of the 
therapeutic relationship and the value of endeavouring to be truly present in the 
relationship.
In exploring the various factors that have played a role in my experience of training as 
a counselling psychologist, I have sought to elucidate how I engage with the process 
of integration. I see this as an ongoing life-long process, which requires openness to 
what may at times seem like contradictory ways of conceptualising human beings, 
their problems and ways of helping them. As Storr (1990) suggests, it is in adopting a 
rigid point of view, an absolute certainty in life, in which one is under the illusion of 
being free of problems that one loses the capacity for personal growth, the capacity to 
identify with others and understand their problems.
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INTRODUCTION TO THE RESEARCH DOSSIER
The research dossier consists of a literature review and two quahtative pieces of 
research. The literature review explores the issues that families facing terminal cancer 
encounter and corresponding systemic interventions. The second paper explores the 
impact of therapists’ perceptions of their own mortality on the therapeutic encounter 
with clients facing terminal cancer. The third paper theorises the impact of therapists’ 
hope and hopelessness on the therapeutic encounter with bereaved clients.
N.B. As stated in the introduction to the portfolio, all potentially identifying 
information related to research participants have been changed or omitted in order to 
protect confidentiality.
66
WORKING WITH FAMILIES FACING TERMINAL CANCER:
A REVIEW OF THE LITERATURE ON THE ISSUES FAMILIES 
ENCOUNTER AND CORRESPONDING SYSTEMIC INTERVENTIONS
Abstract
This paper seeks to review and critically evaluate three areas in the literature on 
families facing terminal cancer: the key concepts of phase of illness, the family life 
cycle and family qualities, structure and roles; families’ emotional reactions to 
terminal cancer; and corresponding systemic interventions. The approach taken in 
examining these areas is mfluenced by ideas arising from withm post-modern or 
constructivist, systemic and narrative therapy frameworks, such that the theories 
within the literature are perceived as one set of narratives or hypotheses which are not 
right or wrong but more or less usefiil. Their usefulness is evaluated in the context of 
therapists’ work with families facing terminal cancer. What are perceived as 
normative assumptions underlying interventions are examined with a focus on the 
concept of a ‘good’ or ‘meaningful’ death and its association with emotional 
expression and a search for meaning. The implications of these assumptions for 
practice are addressed and suggestions made for future work.
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1 Introduction
Cancer is the cause of 25 per cent of all deaths in the UK, with just over 300 thousand 
people dying from cancer in the UK in 2000 (Cancer Research UK, 2002), a number 
that can be expected to grow as the population ages. Given this situation, it is likely 
that family therapists will increasingly be called upon to help families facing cancer. 
There is now a growing literature documenting the psychosocial difficulties facing 
cancer patients and the powerful ways in which their adjustment is thought to be 
affected by family relationships (Friedman et al., 1988; Lesko, 1990; Syrjala et al., 
1993; Rolland, 1994; Molassiotis et al., 1997). However, research has been more 
limited concerning how patients’ experience of cancer in turn affects the family 
system (Northouse, 1988; Hannum et al., 1991; Sales, 1991; Lewis et al., 1993; 
Hoskins, 1995; Northouse et al., 1995; Veach and Nicholas, 1998; Schermer Sellers,
2000). Research suggests that no part of a cancer patient’s life or family is left 
untouched by their experience of cancer (Grandstaff et al., 1981; Gagnon et al., 1993).
A range of counselling interventions are thought to have proved effective in enhancing 
quality of life, reducing distress and improving coping for patients with many 
different types of cancer (Anderson, 1992; Trijsburg et al., 1992; Fawzy et al., 1995; 
Meyer and Mark, 1995; Simonton and Sherman, 1998). However, few studies appear 
to have focused specifically on family interventions: Campbell and Patterson (1995); 
Sherman and Simonton (1999); and Sherman and Simonton (2001).
The aim of this review is to evaluate what the existing literature on families facing 
terminal cancer has to offer to therapists working with families in this field. [See 
Appendix la]. Given the word limit of this review, the focus will be on families in 
which an adult is terminally ill with cancer and consequently the hterature on children 
with terminal cancer is not included. The review will examine what appear to be the 
key concepts in the literature on families facing cancer: phases of cancer; the family 
life cycle; family qualities, structure and roles, as well as families’ emotional reactions 
to terminal cancer and corresponding systemic interventions [See Appendix lb]. For 
the sake of clarity I set out below the theoretical approach taken in this review before
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defining the terms central to this review, namely ‘family’, ‘cancer’ and ‘terminal 
illness’.
(A) Theoretical approach
The theoretical approach taken is influenced by certain ideas arising within the field of 
systemic therapy. Systemic and family therapy are umbrella terms  ^ covering a 
complex field and myriad of different ideas and practices. In order to contextuahse my 
theoretical approach in reviewing the literature, it would seem appropriate to provide a 
brief overview of certain key ideas stemming from family therapy.
Family therapy recognises the individual in a context rather than as an intrapsychic 
entity, and has developed from a modernist to a postmodern perspective. With the 
development of research and therapy came the realisation that objective descriptions 
of families were problematic and a shift away from applying a positivist framework to 
families and their dynamics. It became apparent that different observers often 
perceived families quite differently, that their interpretations were often in contrast 
with families’ own perceptions and that contrasting ways of working with families 
could produce what appeared to be equally positive changes. These discoveries 
eventually led to a shift in family therapy to a postmodern (GooHshian and Anderson, 
1990; White and Epston, 1990; Hoffman, 1993) or constructivist view of the world, in 
which universal truths or structures are superseded by a multiverse or plurality of 
ideas about the world (Maturana and Valera, 1987). The key assumption of this 
constructivist approach is that there is not one accurate view of reahty but invariably 
differing perceptions, constructions or hypotheses that occur in relationships and are 
based on feedback.
The approach that I am adopting m this review recognises the uniqueness and 
diversity of family members’ perceptions of reality. In addition, hierarchical, expert- 
orientated models of therapy are abandoned for lateral models in which both clients 
and therapists have a more equal responsibility for the therapeutic process (Andersen, 
1991; Caesar and Roberts, 1991). Consequently the family is viewed as a flexible
The terms ‘systemic’ and ‘family’ therapy are used interchangeably in this review.
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entity composed of people with shared meanings rather than the object of treatment 
viewed as independent of an observer or as a source of problems (Jorgenson, 1991).
I consequently approach this literature review from the perspective of one who 
believes that it is not possible to become an expert on the death and dying of others 
nor that there is a right or wrong way for people to die or prepare for the death of a 
family member. I therefore approach the existing literature on the issues and 
corresponding interventions with families facing cancer as one set of narratives 
(White and Epston, 1990) that reflect how professionals organise and make sense of 
their experience in the context of their personal experiences, family, culture, gender, 
religion and training.
I take the position that there is no correct way to think about how families approach 
terminal cancer or dying and hence I treat all ideas as hypotheses that are neither right 
nor wrong but more or less useful. This perspective is influenced by the systemic 
approach of Boscolo et al. (1987) and the narrative approach of White and Epston 
(1990). This narrative approach to the literature moves away from the idea that there 
is a hierarchy of theories with some more worthy of attention or ‘truth’ status than 
others and sees all theories as potential ‘knowledges’ (White and Epston, 1990) in the 
context of other ‘knowledges’ -  cultural, religious, communal or personal. This move 
away from seeking or believing in the attainability of an objective ‘truth’ reflects a 
‘not-knowing’ position (Anderson and Goolishian, 1992) in relation to clients’ beliefs 
and actions that enables systemic therapists to adopt a non-evaluative stance and 
hence remain curious (Cecchin, 1987) about clients’ meanings and stories.
Fredman (1997) has suggested that the few psychological death theories of experts in 
the field have been ritualised and turned into policy and procedures for good practice 
on how to die and how to deal with death and dying in order to manage the pain and 
anxieties associated with death. In her work with dying children and their families, she 
found that the premises and practices conventionally used in bereavement work 
neither met their needs nor reflected their experience, and that in some circumstances 
they experienced such modernist approaches as undermining or an affiont. It is 
arguable that accepting ‘professional’ narratives on how families should negotiate
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living with death and dying as the ‘truth’ of how things should be, as ‘normal’, could 
lead to feelings of distress and guilt for those whose experience does not appear to fit 
this (Carter and McGoldrick, 1989).
For the sake of clarity, it seems necessary to define how the terms ‘family’, ‘cancer’ 
and ‘terminal illness’ are understood in this review which is influenced by the 
ideologies in the society, culture and context in which we live at this particular point 
in time.
(B) Definition o f the term family ’
At a societal and cultural level of analysis, ‘family life’ would appear to be shaped by 
dominant ideologies about what family should be like (Dallos and Draper, 2000). The 
great diversity of ways in which people choose to live together suggests the possibility 
that families do not simply absorb ideologies but translate them within their own 
‘family culture’ and the traditions and current dynamics in their own families (Dallos 
and Draper, 2000). A family’s own belief system can be thought of as residing 
between society and the individual as a set of shared premises, explanations and 
expectations. In this review, I define the term ‘family’ to mean two or more people in 
a relationship from which they derive a sense of identity as a family. This definition 
allows for the individuals involved to determine themselves as a family subjectively 
and also permits the inclusion of many non-traditional family forms outside the 
traditional legal perspective, including families not related by blood, marriage or 
adoption.
(C) Definitions o f the terms ‘cancer ’ and ‘terminal illness ’
‘Cancer’ has been defined as “a general term for more than 100 diseases characterised 
by the uncontrolled, abnormal growth of cells in different parts of the body that can 
spread to other parts of the body” (Altman and Sarg, 1992, p. 51). Kastenbaum (2000) 
suggests that ‘terminally ill’ has become the ‘politically correct’ term in an era in 
which the medical model has shifted the focus from the dying person to the illness. 
Instead of talking about dying with patients and their families, there appears to be an
71
emphasis on their terminal illness and how to fight it. In shifting the focus to terminal 
illness, the emotional impact of dying can be construed as being attenuated, while the 
dying process is medicalised and contextuahsed in terms of a decision-making process 
involving power relationships. Bauman (1992) suggests that talk about death is 
transformed into ‘the language of survival’ whereby dying becomes an extended 
negotiation in which a person’s mortahty is contingent on the success of treatment. 
Bauman referred to this as a deconstruction of mortality.
In contrast, in the context of the hospice movement and the development of palliative 
care (Sheldon, 1997), ‘terminal illness’ has been construed as an illness for which cure 
is not possible and death is expected, usually in the not-too-distant fiiture. For the 
purposes of this review, it is to the latter perspective that I will be referring to when 
using the terms ‘terminal cancer’ or ‘terminal illness’.
2 Key concepts in the literature on families facing terminal cancer
Cancer is construed as comprising a number of disease entities and consequently the 
literature on families facing terminal cancer suggests that the difficulties families face 
are strongly influenced by the specific characteristics of the disease (such as site, stage 
and prognosis), medical treatment (degree of toxicity, invasiveness or disfigurement) 
as well as the qualities of the family (prior stressors, hfe-cycle phase, coping 
resources) (Sherman and Simonton, 1999). In addition, adaptation to cancer has been 
construed as a dynamic process rather than a static event whereby families experience 
different challenges at divergent phases of the illness (Christ, 1991; Massie et al., 
1991; Hoskins et al., 1996). Responses to cancer are also perceived as being shaped 
by the cultural, economic, and pohtical contexts in which families are embedded (Ell 
et al., 1988; Chen et al., 1994; Gregg and Curry, 1994).
I provide an overview of how the literature construes the phases of cancer, the family 
life cycle and the qualities, structure and roles of the family before examining whether 
and to what extent these concepts can be considered helpful in working with families 
facing cancer.
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(A) Phases o f cancer
The difficulties that families encounter and the associated adjustment in family 
structure are perceived as shifting during the course of cancer (Christ, 1991; Massie et 
al., 1991; Hoskins, 1995; Sherman and Simonton-Atchley, 1996). It appears that 
various attempts have been made to ascertain and delineate the number and nature of 
various phases associated with the trajectory of cancer: Northouse’s (1984) literature 
review identified three phases -  initial, adaptation and terminal; Holland (1989) 
identified four phases -  suspicious signs of cancer, diagnosis, treatment and terminal; 
Sales’ (1991) review incorporated later studies and identified six phases -  diagnosis, 
hospital, post-hospital, adjuvant treatment, recurrence and terminal; and Sherman and 
Simonton’s (1999) work focused on seven phases -  diagnosis, treatment, termination 
of active treatment, long-term survival, recurrence, progressive and terminal illness.
During the initial phases of cancer, patients and their families are perceived as 
sometimes experiencing feelings of shock and disequilibrium or extreme fatahsm 
(Massie et al., 1991), acute distress, anxiety and depression. It is also suggested that 
they may vacillate between poles of avoidance and numbing on the one hand to 
feeling flooded with intrusive thoughts, images and emotions on the other (Sherman 
and Simonton-Atchley, 1996).
Once treatment begins, families are perceived as having begun to integrate the reality 
of the illness and to experience feelings of reassurance that active steps are being 
taken to address the disease (Massie and Holland, 1987; Christ, 1991). Although 
patients are seen as being left with their underlying anxiety when treatment is ended, 
famihes are perceived as experiencing feelings of relief and as having expectations 
that things will return to normal (Spiegel, 1993). Such divergent perceptions between 
patient and family are seen as potentially leading to confusion and conflict.
Recurrence is perceived to be experienced as more traumatic than the initial diagnosis 
with family members feeling fearfiil and demoralised (Massie et al., 1991). Some are 
thought to feel guilty and blame themselves for not having been able to prevent the 
recurrence (Christ, 1991). The literature acknowledges that families differ greatly in
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how they navigate the dying process. Sherman and Simonton (1999) suggest that it 
may provide an opportunity for life review, resolution of old conflicts, communication 
of important messages and meaningful goodbyes. Alternatively, family members may 
feel too physically and emotionally exhausted to engage in a meaningful and 
communal process of dying. The taboo nature of death in our culture may impact on 
the difficulties families may encounter in talking to one another.^ Communication may 
be rendered more difficult by the ambiguity surrounding whether the patient has truly 
entered a terminal phase and whether all viable forms of treatment have been 
exhausted (Reiss and Kaplan De-Nour, 1989).^
(B) Family life cycle
A key influential model of change and development proposed within the context of 
the modernist systemic approach is the concept of the family life cycle (Carter and 
McGoldrick, 1989; McGoldrick and Carter, 2001). This stresses how change and 
development in families follow common patterns that are shaped by the shifting 
patterns of internal and external demands in any given society. Families are thought of 
as potentially being faced with massive demands for change and adaptation as a result 
of changes in the family composition (during times of birth, divorce or death) or 
perhaps due to changes in autonomy within the family (during illness or retirement) 
(Dallos and Draper, 2000). The model proposes that the emergence of problems is 
often associated with these life cycle transitions and their inherent stresses and 
demands.
The literature on the role of the family life cycle in the context of families facing 
cancer appears to have focused on few and specific categories of famihes while 
recognising that numerous familial configurations exist: the newly forming family, the 
young family, and the aging family (Eisenberg et al., 1984) as well as young couples, 
families with children, midlife families and femilies with older adults (Sherman and 
Simonton, 1999).
 ^The reader is referred to the section on addressing mortality/existential issues (4(C)).
 ^ The reader is referred to the section on enhancing communication and emotional expression (4(A)).
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(i) Young couples
Newly forming couples are perceived as struggling to separate from their families of 
origin while struggling with the stress placed by cancer on their newly forming family 
structure (Veach and Nicholas, 1998). Their efforts at individuation and forging a new 
family unit of their own may be interrupted if they become more dependent on 
extended family. This may lead to struggles in defining care-taking responsibilities 
and acceptable boundaries both within the couple and with the extended family 
(Sherman and Simonton, 1999). Partners of the patient may experience feelings of 
profound disappointment, anxiety, resentment, anger and guilt at having such feelings 
(Callahan, 1991). In addition both cancer and treatments for it (such as radiotherapy, 
chemotherapy and surgery) are seen as potentially adversely affecting sexual interest 
or fimctioning. These difficulties are thought to be enduring in some cancers, such as 
gynaecological malignancies (Andersen et al., 1989; Comey et al., 1992). It is also 
suggested that the cancer patient’s partner may withdraw from sex as a result of his or 
her own difficulties or mistaken assumptions about the patient’s fragility, contagion or 
radioactivity as a result of radiation therapy (Lalos et al, 1995).
(il) Families with children
A parent’s diagnosis is thought to be a powerfiil event for children and adolescents 
(Pederson and Trigg, 1995). Families with children are seen as potentially facing a 
number of difficult challenges: the stress of caring for younger children; the greater 
need for external help; parental anxiety or guilt at children being left out or neglected; 
younger children’s confusion about what is happening; and parents’ struggle 
concerning what, how much and how to tell them. Where parents try to shield their 
children from important information, leaving them to fill the gaps with their own fears 
and anxieties, this is seen as often being worse and more isolating than the reality 
(Rustad, 1984). Young children may develop fear that their healthy parent will also 
become ill or that they are somehow responsible for their parent’s illness (Sherman 
and Simonton, 1999). They are seen as experiencing high levels of fear, confusion and 
anxiety, and as responding to these feelings by seeking reassurance and by testing the 
rehabihty of rules and structure in different ways (Olsen, 1970; Parkes, 1975).
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Children’s stage of development is seen as impacting on how they are affected and the 
ways in which their anxiety is expressed (Kievman and Blackmum, 1989; Mormont, 
1992). Children aged 7 to 10 are seen as being principally concerned with the integrity 
of the family unit and its immediate future, whereas those aged 10 to 13 are perceived 
as more preoccupied with their own plans (Lewis et al., 1985).
Adolescents are seen as being tom by the conflict between their desire for 
independence and their desire to respond to their ill parent’s or family’s needs 
(Rustad, 1984; Lewis et al., 1985). Sons, particularly those aged 15 to 16, are seen as 
experiencing particular difficulties in adjusting to their mother’s mastectomies 
(Grandstaff, 1976). Adolescents are construed as being particularly vulnerable to the 
diagnosis of cancer in the family (Vess et al., 1985): the gradual separation of 
adolescents may be arrested, too many demands may be placed on the adolescent 
which may lead to excessive engagement or, conversely, premature withdrawal from 
the family (Veach and Nicholas, 1998). Where roles are reallocated within the family, 
the relationship between parents and children may be thrown off balance, impacting 
on appropriate parent-child responsibilities and boundaries (Rait and Lederberg, 
1989).
(iii) Midlife
Couples at midlife are seen as experiencing many of the demands and obstacles 
highlighted above if they have children. In families where family functioning is 
perceived as stable and secure, illness has been seen as potentially providing 
compensations for other unwanted changes in family hfe (Power et al., 1991). Rustad 
(1984) suggests that a partner previously devoted largely to their career may welcome 
a chance to spend more time in a nurturing, familial role. On the other hand, the 
midlife stage has also been seen as possibly conferring extra vulnerabihties where the 
absence of children entails fewer resources for support, vibrancy and love (Sherman 
and Simonton, 1999). Families that are already involved in caring for older or infirm 
members are perceived as being especially vulnerable to stress and burnout (Sherman 
and Simonton, 1999).
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(iv) Older adults
Older adults are construed as adapting more easily than younger ones and this is 
thought to be related to greater familiarity with illness, reduced concern about 
physical attractiveness and fertility, altered expectations about health and different 
developmental tasks associated with older adulthood (Sherman and Simonton, 1999) 
[See Appendix Ic]. However, these differences in adaptation do not negate how 
extremely disruptive and frightening a diagnosis with cancer can be for older adults. 
Older adults are seen as likely to be confronted with the reality of aging and mortahty 
and eventual separation from their partner. Kivnick (1991) suggests that the 
perception that there is no longer time to start life over, to heal old conflicts or to 
mend old mistakes may engender despair. Where older adults become more dependent 
on adult children, this may lead to a sense of diminished autonomy and control and 
lead to conflicts about acceptable boundaries.
(C) Individual family qualities, structure and roles
A number of different variables are considered to impact on the degree to which 
individual families are able to adapt to cancer including medical factors, the presence 
of family stressors, the family’s psychological and socio-economic resources and 
access to medical care and financial resources (Sherman and Simonton, 1999). Greater 
adjustment difficulties for the family are seen as linked to more extensive disease, 
greater levels of physical disability and more invasive treatments (Gotay, 1984; Celia 
and Tross, 1986; Schag et al., 1993). The impact of multiple demands on the family 
such as situational crises (e.g., divorce), chronic strains (e.g., poverty or illness of 
another family member) or developmental transitions (e.g., births or deaths) are 
considered to render families more vulnerable (Patterson, 1989).
In terms of psychological resources, more resilient families are thought to be those 
with balanced levels of cohesion and adaptability (Olsen et al., 1983; Olsen, 1989). 
Families able to accommodate change are also seen as adapting better than those with 
more rigid, stereotyped rules and leadership styles (Olson, 1989). Families with access 
to external support through friends, relatives or community groups are also perceived
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as more able to manage the demands of cancer (Northouse, 1988; Northouse et al., 
1995; Hoskins et al., 1996).
Sherman and Simonton (1999) suggest that cancer affects the structural or 
organisational aspects of family life. The capacity of the family to accommodate 
changes in roles, tasks, routines and other established patterns of interaction is 
construed as affecting the degree to which successful adaptation is possible. Each 
person involved in the cancer experience is seen as being affected by how the other 
reacts and copes (Farrow et al., 1990; Pederson and Trigg, 1995). Schermer Sellers 
(2000) suggests that one family member’s experience of cancer impacts on each other 
member and each relationship in recursive fashion. Stress and crises are thought to 
wax and wane as each family member experiences the impact of the illness (Rolland, 
1984; 1987; 1994).
Sherman and Simonton (1999) suggest that the family’s need to gather resources to 
deal with the crisis of cancer often requires other roles and boundaries in the family to 
be recalibrated. They posit that parents with children need to find ways of drawing on 
them for extra help without leaving them triangulated'^ on the one hand or feeling 
peripheral and left out on the other. In single-parent households, this act of balancing 
is seen as more challenging. Boundaries with the outside world are also seen as being 
altered by cancer and the types of external support that is found most helpful is seen as 
changing over the course of illness. The femily’s focus on cancer may lead to the 
family’s isolation from outside relationships and may also impact on other aspects of 
life, which may become less significant (such as attention to self-care, outside 
interests, celebrations). Friends and acquaintances may withdraw because of 
discomfort with cancer, stigma or awkward uncertainty as to how to be helpful 
(Peters-Golden, 1982; Dakof and Taylor, 1990).
Cultural factors may also play a role in defining extra-femilial boundaries (Balshem, 
1991). One study suggests that in the southern United States, rural African American 
families tend to be highly secretive about cancer (Mathews et al., 1994). Families
 ^ ‘Triangulation’ is a concept within systemic therapy whereby a child may be drawn in, or invited into 
the conflicts or distress between parents (Dallos and Draper, 2000).
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receiving limited support from outside the home are perceived as being more 
vulnerable to distress (Northouse, 1988; Northouse et al., 1995; Hoskins et al., 1996).
In terms of a couple’s relationship, one partner’s serious illness is thought to ehcit 
dramatically altered roles for the other (Lewis et al., 1989). Partners may have 
difficulty redefining expectations of one another (Zahlis and Shands, 1993; Hoskins et 
al., 1996). Research with breast cancer patients suggests that the greater the demands 
experienced by the spouse, the more likely they are to experience depression and 
marital strain (Lewis et al., 1989; ZahHs and Shands, 1993). Whereas most partners 
are seen as highly supportive, in some cases partners have been perceived as being 
undermining -  minimising the illness, criticising the patient or withdrawing from the 
relationship (Vinokur and Vinokur-Kaplan, 1990; Wilson and Morse, 1991).
(D) Evaluation o f key concepts
Phase of cancer, family life cycle stage and family qualities, structure and roles are 
construed as impacting on the type of demands families encounter, the dilemmas they 
bring to treatment and their degree of vulnerability or resilience (Massie et al., 1991; 
Rolland, 1994; Sherman and Simonton-Atchley, 1996). Rolland (1994), Veach and 
Nicholas (1998) and Sherman and Simonton (1999) suggest that consequently the 
specific focus of interventions shifts over the course of the illness according to a 
family’s position in the family life cycle. It is therefore important to evaluate the 
extent to which these concepts are useful in understanding and working with families 
facing cancer.
The phases of cancer model appears problematic in that it can be seen as suggesting a 
normative account of families’ experience of cancer according to stages. In so doing, 
the model not only assumes that families proceed through a linear process where key 
issues at each phase can be anticipated, but can also be construed as prescribing not 
only the difficulties that families ‘should’ encounter but also society’s beliefs 
concerning ‘adaptive’ and ‘normal’ ways of reacting to them. This position neglects 
not only the variable illness trajectories within and across different forms of cancer 
but the multiple and varied ways in which families may experience cancer during the
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course of a family member’s illness. It would also seem to be an oversimplification to 
seek to map phases of cancer in isolation from other contexts such as age, gender, 
health of family members, other life stressors and previous psychological problems 
(Sales et al., 1992).
An attempt at redressing an inattention to context appears to be made through the 
suggestion that the challenges that famihes face in coping with cancer are partly 
shaped by their developmental stage in the family life cycle. However, the family life 
cycle as a conceptual model has been aptly criticised for its narrow focus on a 
stereotyped standard North American family, with little attention directed to culture, 
gender, class or social issues that contribute to diverse expressions of family structure 
(Rice, 1994).
The family life cycle has also been criticised for taking an overly normative view of 
family development and for its focus on the nuclear family, which in its pure form, is 
not the most common arrangement (Dallos and Draper, 2000). For example, the 
experience of stepfamilies can involve complex overlapping of hfe cycle stages, 
whereby a new couple can find themselves in a ‘courtship phase’ while dealing with 
children from previous marriages. By focusing exclusively on the qualities, structure 
and roles of the nuclear family and overlooking cultural differences, the family life 
cycle model neglects the possible role that the extended family may have where one 
member is dying of cancer.
There is also the danger of overlooking the diversity of choices people make in 
forming famihes. Family systems theory’s earlier focus was on the husband and wife 
as the subsystem that forms the executive unit of the family and whose responses to 
crisis consequently influence and provide a foundation for other family members’ 
responses (Minuchin, 1974). Such a concentration on spouses meant that significant 
others could be neglected such as the partners of gay men or lesbians^, the parents of 
adult children, friends and/or other key persons who are understood as members of a 
subjectively defined family.
 ^ For a discussion of models of the lesbian or gay family life cycle the reader is referred to Malley and 
Tasker (1999).
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The family life cycle model has also received considerable criticism on the grounds 
that it has tended to become normative and blaming, for example, in suggesting that 
some family environments are more maladaptive and pathological than others. This is 
highlighted in the literature that refers to more or less ‘vulnerable’ or ‘resilient’ 
families according to their qualities, structure and roles, which contains implicit 
assumptions about their ‘adaptability’ to terminal cancer.
The family life cycle model suggests an image or norm of what people believe family 
life ‘should’ be like and, in the context of families facing cancer, this translates into 
beliefs about how families ‘should’ develop, solve problems, communicate and feel 
according to their ‘stage’ in the family life cycle and the ‘phase’ of the illness. In one 
sense then, the concept of the family life cycle can be seen as mapping out a set of 
assumptions that people in a given society hold about a particular form of family life. 
As with many models in the social sciences, attempts to describe and categorise 
phenomena, such as the difficulties families are likely to face according to the phase 
of cancer, their position in the family life cycle and their perceived level of 
vulnerability or resilience according to prescribed family qualities, can lead to such 
models becoming prescriptive.
An alternative approach, which reflects current thinking in family therapy, is to pay 
very close attention to each family’s individual subjective experience of terminal 
cancer in their specific contexts. This approach would seem to avoid the dangers of 
propounding one conceptualisation of what ‘experts’ consider to be ‘normal’ reactions 
to terminal cancer according to models of phase of illness, family life cycle or family 
qualities, structure and roles. With this perspective in mind, the review now focuses 
on families’ emotional reactions to terminal cancer.
3 Families’ emotional reactions to terminal cancer
An overview of the literature relating to the difficulties that families face during the 
course of terminal cancer suggests that they can experience a wide array of emotions 
including feelings of uncertainty, hopelessness, powerlessness, anxiety, grief, guilt, 
fear, anger and despair (Friedman, 1980; Lewis et al., 1985; Lewis, 1986; Pederson
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and Valanis, 1988). Sherman and Simonton-Atchley (1996) more recently suggested 
that families’ emotional reactions to cancer are characterised by three basic themes: an 
underlying sense of helplessness, uncertainty and an existential crisis. Given the word 
limit of this review, I will focus on an evaluation of these three themes, while 
recognising that they are by no means exhaustive®, and their implications for 
therapeutic interventions with families facing cancer.
(AJ Helplessness
Most families are thought to experience feelings of powerlessness in the face of an 
illness that generally has no clearly definable onset or aetiology and whose treatment 
is usually taxing, debilitating and complex (Lewis et al., 1985). The inability of family 
members to protect the patient from his or her illness, the difficulty in absorbing new 
medical information and the disruption in family routines are thought to intensify 
family members’ feelings of helplessness. This helpless ‘standing by’ is perceived by 
many families as the most difficult part of care-giving (Lev and McCorkle, 1998).
(B) Uncertainty
The traumatic experience of serious illness may challenge family members’ tacit 
assumptions about the orderliness, predictability, and coherence of the world around 
them (Janoff-Bulman and Frieze, 1983). The uncertainty often associated with the 
cause, course and outcome of cancer may contribute to a family’s sense of ambiguity 
and has been cited by some families as the most challenging aspect of the disease 
(Sherman and Simonton, 1999). Families are perceived as being faced with a difficult 
adjustment in learning to hve with a greater level of risk and unpredictability (Spiegel,
1993).
® For a review o f a more extensive list o f issues faced by families o f cancer patients, the reader is 
referred to Lewis (1986).
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(C) Existential crisis
Terminal cancer can confront family members with not only the impending death of 
the cancer patient but also with their own mortality. A cancer diagnosis can shatter 
underlying assumptions about personal invulnerability (‘bad things happen to other 
families but not to us’) (Janoff-Bulman and Frieze, 1983). This is perceived as 
potentially leading family members to experience considerable anxiety, depression, 
and feelings of vulnerability.
(D) Evaluation o f theories o f families'emotions
The above themes seek to highlight some of the difficulties that famihes are thought to 
encounter when faced with terminal cancer as well as some of the differing emotions 
they are seen as giving rise to. The danger of having a set of theories concerning 
families’ emotional reactions to terminal cancer is that such a repertoire can limit 
therapeutic dialogue and may not necessarily fit with the needs or experiences of 
clients, in the context of family members’ ages, their stage of life or death, or their 
religious or cultural beliefs. The emotions associated with families facing terminal 
illness in the hterature reflect normative theories of death and dying’. Such normative 
theories are most commonly used by professionals to guide their practice and have 
usually been constructed within the context of dominant cultural and religious beliefs.
Fredman (1997) suggests that emotional theories about people’s behaviour and bodily 
responses are constructed in order to inform ourselves or others about how to act. She 
proposes that a useful theory of emotion is one that opens space for a repertoire of 
alternative options for action, or creates opportunities for different ways of being, or 
reminds us of emotional possibilities that may have been disowned or forgotten, and 
thereby offers freedom and power. Therapeutic interventions based on this approach, 
might seek to explore what alternative emotions family members might construct, and 
their associated conséquences for meaning, relationships and action. In Fredman’s 
(1997) work with children and their families, she illustrates how acknowledging their
’ By way o f example, the reader is referred to Kubler-Ross’ (1969) five-stage theory o f dying.
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expertise on their own feelings contributes to a meaningful and useful language and 
theory of emotions, which facilitates a context for the family to go on.
4 Therapeutic Interventions
As highlighted earlier, how issues facing families are construed is likely to impact on 
therapeutic interventions. Sherman and Simonton (1999) construe families’ abilities to 
accommodate the difficulties they encounter as relating to their openness of 
communication, adaptiveness of personal meanings associated with cancer and 
response to existential/mortality issues. Consequently therapeutic interventions are 
based on enhancing communication and emotional expression, finding meaning and 
addressing mortality issues.
(A) Enhancing communication and emotional expression
Sherman and Simonton (1999) suggest that patterns of communication within the 
family can be altered by the cancer experience. Families are seen as having a tendency 
to protect one another from distress by avoiding emotional issues (Wilson and Morse, 
1991; Lalos et al., 1995). Peterson-Golden (1982) suggests that authentic connections 
can become obscured by a veneer of cheerleading and forced optimism. Patterson 
(1989) proposes that the uncertainty associated with cancer is increased by greater 
ambiguity resulting from ‘mind-reading’ within the family, in families in which 
members do not communicate with one another.
The partner of the cancer patient is thought to react often in parallel ways to the cancer 
patient (Plumb and Holland, 1977). Communication between the couple is thought to
have a great impact on the quality of their experience. Some couples are seen as
engaging in a withdrawaFcounter-withdrawal pattern resulting from a fear of rejection 
or a fear of hurting their partner (Clark et al., 1985). An example of this might be a 
situation in which a breast cancer patient feels that her sexuality has somehow, 
diminished and assumes that her partner feels likewise (Love and Lindsey, 1990). If 
both partners are not verbalising their concerns, they may perceive the other as 
rejecting them, which might lead to a pattern of isolation (Pederson and Trigg, 1995).
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Therapeutic interventions proposed to enhance communication include normalising 
the disruptive effects of cancer on family life; reframing heightened stress as a 
function of the illness rather than family inadequacy (Gonzalez et al., 1989); 
maintaining an attitude of respectful curiosity so as to enable families to engage in 
dialogue about the effects of cancer on each member’s roles, relationships, work, 
mood, energy level, social life or future dreams; using circular or reflexive questions 
(Tomm, 1987) to explore changes in relationships and raise awareness of cancer as a 
family rather than an individual illness; holding family meetings (Manaster and 
Corsini, 1982; Sherman and Fredman, 1986); holding couple conferences (Corsini, 
1970; Sherman et al., 1991); using enactments (Minuchin, 1974; Simon, 1995) to 
foster emotionally energised transactions in the here and now; sharing journals of 
family members’ reflections and feelings over the course of the week; and inviting 
members to write about each others’ journals in a recursive process that generates 
multiple descriptions and meanings (Freedman and Combs, 1996).
(B) Finding meaning
Reactions to cancer are perceived as being powerfully affected by the personal 
meaning that families ascribe to the illness (Northouse et al., 1998; Walsh, 1998; 
Sherman and Simonton, 1999). Situations where cancer patients enter a time of 
intense evaluation, examining what is important and what is not and what is 
meaningful in life, are seen as potentially having a profound effect on the family 
members’ relationships. Those able to construct a shared meaning of the diagnosis 
that involves seeing the difficulties as “our problem” appear to cope better than others 
who do not (Skerett, 1998). Families which are able to talk through their experience 
are construed as being able to develop shared meaning and thereby create illness 
narratives of hope and connection (Seabum et al, 1992; Griffith and Griffith, 1994).
The family’s appraisals and interpretations are also seen as significantly influencing 
their adjustment, such that the subjective meaning ascribed to the cancer has a 
powerful impact (Lazarus and Folkman, 1984; Patterson, 1989). Different perceptions 
concerning how threatening the illness is (primary appraisal) and how adequate the 
family’s resources are to manage or control the crisis (secondary appraisal) are seen as
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contributing to different levels of distress (Vinokur et al, 1990; Merluzzi and 
Martinez Sanchez, 1997). Expectations that medical technology should be able to cure 
the patient of terminal cancer may lead to prolonged aggressive treatments and life- 
sustaining interventions, which Sherman and Simonton (1999) suggest undermine the 
possibihties for a more peaceful and dignified death.^
Cultural models of illness may also have an impact on the meaning attributed to 
cancer. For some families, conventional medical treatment is perceived as inconsistent 
with folk beliefs, resulting in aversion to medical care (Balshem, 1991). Rural African 
American women are seen as often perceiving tumours as the result of bad blood for 
which surgery seems an incomprehensible solution (Mathews et al., 1994). The 
process of seeking to reconcile indigenous folk beliefs with the biomedical 
perspective presented by doctors has been construed as a potentially confusing process 
for these women (Balshem, 1991; Mathews et al., 1994). Families who share a 
generalised belief that Hfe has purpose and meaning, that they are part of something 
larger than themselves and that they have some degree of control over events are seen 
as being more resilient to the impact of cancer (Antonovsky, 1979; Reiss and OHveri, 
1980; Kobasa et al., 1982; Patterson, 1989).
Sherman and Simonton (2001) suggest that the personal or cultural beliefs that 
families associate with cancer are an important area for the therapist to explore. 
Therapeutic interventions are therefore aimed at helping families to become more 
aware of the tacit meanings that they attach to cancer so that they can employ them as 
active coping strategies. Interventions are also aimed at helping family members to 
articulate and re-evaluate illness-related constructions that may be more negative and 
restrictive; enabling family members to contrast their own assumptions about cancer 
with those of other family members and important individuals outside the family; and 
considering how their narratives have developed, how well such constructions fit the 
information they progressively acquire and the extent to which such appraisals are 
helpfiil or harmful to them. The goal of such interventions is to help families 
reconsider rigid, self-defeating narratives and to experiment with more flexible and
The reader is referred to the section on the concept o f  a ‘meaningful’ or ‘good’ death.
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adaptive ones while simultaneously enabling families to process painfiil affect and 
cognition (Sherman and Simonton, 2001).
(C) Addressing mortality/existential issues
Sherman and Simonton (2001) draw attention to the variability in how famihes 
experience the dying process. They suggest that, in mainstream American culture, 
death tends to be a taboo subject, which is stringently avoided in a society that 
celebrates health and vitahty. Within such a culture, dying can be rendered a more 
lonely, isolating process for families and is associated with medical failure rather than 
an inevitable phase of life or a ‘given’ of existence (Yalom, 1989). Fredman (1997) 
suggests that, in our attempts to adapt death and dying to the language of technology 
and efficiency, we risk evolving a language that is incompatible with enabling people 
to come to terms with the existential crises that death presents and to go on living.
Therapeutic interventions are aimed at assisting family members to discuss existential 
issues more openly (Sherman and Simonton, 2001). Medical and mental health 
clinicians are seen as avoiding such discussions for fear of upsetting patients and their 
families or themselves, reflecting cultural taboos. Although addressing mortality 
issues is seen as potentially anxiety-provoking for families (and sometimes for 
therapists), the assumption is that such therapeutic interventions may open the way 
toward a richer and fuller approach to hving, a greater sense of control about 
treatment decisions, higher quality terminal care and, ideally, a more peacefiil and 
dignified death^ (Sherman and Simonton, 2001).
Existential issues include concerns about identity, relationships and spirituality 
(Yalom, 1980). The therapist can explore the family’s beliefs about death and dying; 
their greatest concerns for the fiiture; how they can and want to hve in the present so 
as to maximise their quality of life; how they would like to structure the time that they 
have together in a way that is meaningfiil for them; and whether and how terminal 
cancer has brought changes in priorities, in how members wish to arrange their lives 
and in the values placed on relationships. The therapist can also assist families in
The reader is referred to the section on the concept of a ‘meaningful’ or ‘good’ death.
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investing meaning in their experience of cancer so far using photo albums, home 
movies or genograms; examining unfinished business with respect to old grievances, 
family cut-offs, festering conflicts or personal regrets; engaging in meaningful 
goodbyes, expressions of pride, gratitude or reconciliation; or sharing hopes for the 
future (Sherman and Simonton, 2001). Other interventions might focus on spiritual 
concerns.
(D) The concept o f a ‘meaningful’o r ‘good'death
A  ‘meaningfiil’ or ‘good’ death*® is perceived as being defined by different families in 
different terms: some may value strugglmg against death whereas others may value a 
sense of dignity, control or quahty of life over longevity (Doka, 1993). Palliative care 
shifts the focus of treatment firom the curative to optimising the quality of life that 
remains, in a hohstic way that includes spiritual and emotional health as well as 
physiological symptoms. Kubler-Ross (1969) proposed that there are not good or bad 
attitudes in approaching death, nor are there good or bad stages of dying. In spite of 
Kubler-Ross’s resistance to placing qualitative labels on the dying process, 
Kastenbaum (1977) proposed that we hve in an evaluation-oriented society in which 
we are inclined to respond to particular deaths as acceptable or disturbing, meaningful 
or meaningless. This suggestion would appear to be reflected in the numerous 
descriptive terms and labels which have been associated with ‘death’ in the literature 
examples include ‘good death’ (Davis and Slater, 1989; Kearl, 1989; Kellehear, 1990 
World Health Organisation, 1990; Wilkes, 1993); ‘appropriate death’ (Blauner, 1966 
Hinton, 1967; Shneidman, 1973; Weisman, 1972; 1988); ‘healthy death’ (Smith and 
Maher, 1993); ‘correct death’ (Berger and Luckmann, 1975); ‘happy death’ (Corless;
1994); and ‘peaceful death’ (Callahan; 1993) [See Appendix Id].
The reader is referred to Hart et al. (1998) for a sociological critique o f the ‘good death’ and to 
Masson (2002) for a study on non-professional perceptions o f ‘good death’.
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(E) Evaluation o f therapeutic interventions that seek to enhance communication, 
facilitate finding meaning and address mortality/existential issues
The above therapeutic interventions can all be seen as inter-related and as essentially 
promoting communication within families about their experience of terminal cancer 
and their search for meaning in the face of impending death. The assumption in the 
literature is that famihes ‘should’ talk about the impending death of a family member 
with each other and with their therapist and that therapeutic interventions should 
facilitate this. Families and professionals are advised to talk openly about dying rather 
than indulge m a ‘mutual pretence’ that he or she is not going to die (Fredman, 1997). 
A ‘mutual pretence’ is often associated with a ‘poor’ dying outcome, whereas those 
who are able to talk openly and freely about a family member’s impending death are 
deemed more likely to create the conditions for a ‘peaceful’, ‘good’ or ‘meaningful’ 
death.
For those family members left behind, links are made to their failure to talk about the 
death, their ‘denial’ of the loss, and a poor prognosis for the grieving process. Experts 
argue that a satisfactory resolution of bereavement involves ‘working through’ the 
loss, which requires talking about it in order to ‘make the loss real’, ‘saying goodbye’ 
to the deceased, ‘letting go’, and thereby being able to ‘move on’ (Worden, 1991). In 
contrast Bower’s (2000) report on two studies among bereaved spouses suggests that 
those who talked about their emotions fared no better than their counterparts who did 
not.
The literature also suggests that death talk is a taboo in Western culture and that there 
is a right way and a wrong way to talk about and respond to death and dying. 
Consequently there appears to be a paradox: on the one hand we advocate talking 
about death and dying, and on the other we proclaim that as a culture we do not know 
how to do it. These conflicting messages seem to support a widespread view that 
talking about death is the domain of ‘experts’, requiring training and professional 
experience (Fredman, 1997). The combination of these messages can lead to families 
coming to therapy not because they cannot manage terminal cancer in the family but 
because those around them cannot cope or because they are concerned about the
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effects they are having on those around them. It can therefore be seen as useful for 
therapists to clarify with families whose idea it was for them to seek therapy and 
whether anyone is defining their situation as a ‘problem’ (Palazzoli et al., 1980). The 
danger is that the combination of the concept of ‘good’ and ‘healthy’ ways of facing 
terminal cancer by talking about death and the assumption that ‘professionals know 
best’ provides a recipe for ‘creating a problem needing therapy’ (Anderson et al., 
1987).
There are also commonly held assumptions that people who do not converse with each 
other about death reflects their lack of ability to do so. However, Fredman (1997) 
suggests that in her experience, not talking reflects a strong, dominant behef that it is 
not good, right or appropriate to talk at that time. Another assumption amongst 
professionals seems to be that it is legitimate to impose ideas on clients based on 
professional training but that it is unethical to impose ideas derived from one’s 
culture, religion, family or personal experience. Elevating professional beliefs based 
on specialist ‘knowledges’ and associated esoteric languages about death and dying 
can be seen as empowering therapists with expert status while simultaneously 
disempowering clients (Fredman, 1997).
5 Conclusion
This review concentrated on evaluating three central areas within the literature on 
families facing terminal cancer: key concepts which included phases of cancer, the 
family life cycle and family qualities, structure and roles; families’ emotional 
reactions to terminal cancer; and corresponding therapeutic interventions. The 
literature on the key concepts and families’ emotional reactions would appear to be 
helpful to the extent that it presents one set of narratives or hypotheses concerning 
families’ experiences. However, these narratives can also be seen as unhelpful to the 
extent that they are taken as providing prescriptive or normative models or theories 
concerning the issues that families ‘should’ encounter and their ‘normal’ or ‘expected’ 
emotional reactions.
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Similarly, the therapeutic interventions reviewed can be seen as one set of narratives 
or hypotheses for working with families. Their usefulness can be understood in terms 
of the extent to which they respond to the subjective needs of families in their 
individual contexts. Given that they are based on professionals’ perceptions of the 
issues families encounter and their emotional reactions, they would seem to rely on 
the same assumptions, risk: being prescriptive; narrowing the dimensions of the 
therapeutic encounter; and potentially disempowering clients. The assumptions 
implicit in the literature would appear to be embedded in cultural and societal values 
such as the concept of a ‘meaningful’ or ‘good’ death and the corresponding 
assumption that families benefit fi’om communicating their experiences and searching 
for meaning in the face of impending death.
Dealing with impending death can pose anxiety and confusion for professionals with 
clients and for family members with each other and others. Theories can be seen as 
appealing in that they can offer guidance, clarity and security in guiding us in how to 
proceed. However, they can also be seen as offering a distance firom experience 
(Crossley, 2000). This can occur through the rituahsation of research and the 
emergence of psychological theories of ‘experts’ in the field, which turn them into 
policy and procedures for ‘good practice’ on how to deal with death and dying and 
work with families with a terminally ill member. Although this review has focused on 
professional narratives, future research could explore the personal narratives of 
families facing terminal cancer and examine in greater depth how families’ subjective 
meanings impact on their experience of facing terminal cancer.
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Appendix 1: Reflections on the Use of Self
Appendix la:
I chose to explore this particular topic because of my own experience of terminal 
illness within my family. This made me curious about what had been written about 
families’ experience of terminal cancer and prompted me to explore the literature. I 
was struck by the seemingly widespread view that death talk is the domain of experts, 
requiring training and professional experience, and that those who have not 
experienced the loss of a family member are particularly unqualified to partake m this 
sort of conversation (Fredman, 1997). I felt that this was extremely prescriptive and 
that my experience of terminal illness within my family did not necessarily ‘qualify’ 
me to ‘know’ or ‘talk’ about the subjective experiences of others facing terminal 
cancer. I felt that each family’s and each family member’s experience of terminal 
illness was highly subjective and context dependent and that a belief that I was 
‘qualified’ over someone not having had such an experience was misplaced. This 
belief was reinforced by the training I received and my experience as a volunteer 
working for Cruse, the bereavement charity.
Appendix lb:
I acknowledge that the research area of ‘working with families facing terminal cancer’ 
is of considerable breadth and thus leads to the necessity of providing more of an 
overview than an in depth analysis of certain areas. In those areas that have 
necessitated more of an overview, I have referred the reader to the relevant literature 
providing a more detailed consideration of the issues in question. I chose to cover 
such a wide area rather than narrowing it down because I considered the complexity 
and very nature of the subject matter of the research area, namely how families cope 
with a family member dying and their resulting confrontation with their own 
mortahty, warranted being contextualised at a macro-level so that the relationship 
between a number of important themes would not be neglected. I sought to gain an 
understanding of the basis on which systemic interventions are formed by having an 
awareness of the issues families are perceived as facing., I came to realise in writmg
107
the review that such perceptions appeared to relate to broader themes within the 
literature based on normative assumptions about phases of illness, families, family 
life, what might constitute a ‘good’ or ‘meaningful’ death and the kinds of therapeutic 
interventions that would facilitate such a death.
In order to shed light on my emphasis on perceptions, it seemed important for me to 
delineate the theoretical approach that I was taking. In exploring the hterature on the 
ideas within post-modern or constructivist, systemic and narrative therapies, I became 
aware of a multitude of models and approaches whose relationships with one another 
were not always clearly delineated or well-defined. I sought to convey clarity in my 
thoughts by focusing specifically on the idea that we aU view the world through our 
personal lenses and that there is therefore not one accurate view of reality but a 
plurality of differing perceptions and constructions. My emphasis on perceptions 
shaped the way in which I construed professional theories as one set of narratives or 
hypotheses. This perspective was reflected in the language I used in presenting the 
literature such that I saw all ‘findings’, ‘ideas’ or ‘theories’ as products of their 
authors’ perceptions: so that I used words like “thought”, “perceived”, “believed”, 
“construed”, “suggested”, “understood” etc. In addition, my use of words such as 
“may” or “can” in citing the hterature on what families were thought to be 
experiencing reflected my tentative ‘not knowing’ position.
Appendix Ic:
Section 2(B) Family Life Cycle (iv) Older Adults provides a good example of how 
prescriptive and consequently limiting I found the literature to be in places. I shall 
therefore use it to illustrate my thought processes on this. The idea that older adults 
can adapt more easily than younger ones because they are seen as being more familiar 
with illness, less concerned with physical attractiveness and fertility and as having 
altered expectations about health and different developmental tasks associated with 
their phase of life, strikes me as being a judgmental generahsation which could 
potentially undermine and marginalise older adults facing terminal cancer in the 
family. It also highlights what I perceive to be inherent dangers of attributing ‘truth’
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status to professional theories or placing them hierarchically above personal theories 
or behefs.
Appendix Id:
I found the concept of a ‘meaningful’ or ‘good’ death difficult partly as a result of all 
the normative assumptions it appears to entail but also because such a concept would 
appear to beg the question ‘meaningful’ or ‘good’ for whom? The family, certain 
members of the family, the therapist, professionals, ‘experts’, society as a whole, 
might all be candidates. The concept of a ‘meaningful’ or ‘good’ death also made me 
reflect on how we as individuals, families or as a society manage our potential 
feelings of discomfort, anxiety, unease with not only our own mortality but with the 
counterparts to the concept of a ‘meaningful’ or ‘good’ death, namely: ‘meaningless’, 
‘bad’, ‘undignified’ or ‘inappropriate’ deaths (whatever these may mean). These 
concepts do not appear to be discussed in the literature perhaps reflecting our need for 
security and comfort in the face of the inevitability of our mortality.
Appendix le:
My view is that in ‘working with death’, of which working with families facing 
terminal cancer is an example, therapists are faced with one of the ‘givens of 
existence’ which is universal in its application and which consequently give rise to 
existential crises. I feel that therapists like anyone else are faced not only with the 
unknown but also potentially the absurdity of existence. In the face of the unknown, it 
seems understandable that we strive for safety holds and security in the form of 
certainty so as to experience some degree of control over our hfe and death and the 
meanings we attach to them. It appears to me that the literature on femilies facing 
terminal cancer is to some extent seeking to achieve this and in so doing risks 
distancing us from personal experience.
109
Appendix 2: Notes for Authors from the ‘Journal of Family Therapy’
NOTES FOR AUTHORS
Papers submitted for publication should be original work not previously published in English 
and not currently submitted elsewhere for consideration. If accepted for publication, a paper 
cannot be published elsewhere in any language without the consent o f Editor and publisher. 
It is a condition of acceptance that the Association for Family Therapy and Systemic Practice 
automatically acquires the copyright throughout the world.
Submission of Manuscripts
Four copies o f each manuscript should be submitted to the Editorial Office.
Format fo r Manuscripts
1. Manuscripts should allow for ‘blind’ refereeing and be prepared accordingly. Failure to 
conform to this requirem ent will result in the manuscript not being reviewed.
2. Manuscripts should be presented on one side of white bond A4 paper with wide margins 
(31cm) and must he typed in double spacing throughout, including quotations, notes and refer­
ences in the following order:
i) Title Page: to contain the title of the paper, the full name of each author, their current 
professional position and work context and an indication of which author will be responsible 
for correspondence, proofs and reprints. Correspondence address and telephone num bers 
should be included. A word count must be included on the title page together with a 
suggested running head.
ii) Abstract: On a separate sheet, the title to be repeated, followed by not more than  a 150- 
word summary of the paper. T he suggested m nning head should also be present.
iii) Organization o f the text: See copy of Journal for the format currently in use.
iv) References: a) In the text these should be indicated by the name and date, e.g.'Carr 
(1995) . . . ' .  If more than two authors are listed, cite the reference as ‘McGroary et aL (1997)
. . .’. Quotations should include page numbers.
b) References used should be listed at the end of the paper in alphabetical 
order according to the  first au tho r and be complete in all details, again following the 
Journal’s existing format.
Articles, Carr, A. (1995) Family therapy and clinical psychology. JizumaZ of Family Therapy, 17: 
435-444.
Chapters. Carpenter, J. and Treacher, A. (1993) Introduction: the changing contexts o f  family 
therapy. In: J. Carpenter and A. T reacher (eds) Using Family Therapy in the 90s. Oxford: 
Blackwell.
If there are queries A.PA. reference style is appropriate.
v) Figures, tables, etc.: All figures and tables should be num bered with consecutive arabic 
numerals, have descriptive captions and be m entioned in the text. They should be kept sepa­
rate from the text but an approxim ate position for them should be indicated.
vi) Style: While the style o f the Journal is generally formal, originality in presentation does 
not necessarily preclude publication if clarity and readability is thereby enhanced. Sexist 
language forms are unacceptable.
Evaluation of Manuscripts
The Editorial Office will acknowledge receipt of manuscripts. The Editor will then arrange 
for evaluation by at least two assessors. Following receipt o f the assessors’ comments the 
Editor will advise the authors about the decision concerning the manuscript. This will be 
done as rapidly as possible with the aim being 12 weeks.
On Acceptance
When the article is formally accepted for publication the author(s) will be required to 
provide three hard copies of the final m anuscript and the same version of the article on a 
computer disc. Advice on preparation o f the latter will be provided at that time.
Copy Editing
Following acceptance for publication, an article is copy edited for conformity to the style of 
publication, clarity of presentation, punctuation, standard usage o f terms, etc. After an arti­
cle has been typeset, authors will be charged for any changes they wish to make.
Proofs
First-named authors will receive proofs for correction which must be returned within 48 
hours of receipt.
Reprints
The senior author only will be sent 25 reprints free o f charge. Additional copies may be 
purchased when returning proofs.
110
THE IMPACT OF THERAPISTS’ PERCEPTIONS OF THEIR OWN MORTALITY 
ON THE THERAPEUTIC ENCOUNTER WITH CLIENTS FACING TERMINAL
CANCER
Abstract
This study explores whether and how therapists’ perceptions of their own mortality 
might impact on the therapeutic encounter with clients facing terminal cancer. In- 
depth interviews were carried out with fourteen participants working in this field. Data 
were analysed using Interpretative Phenomenological Analysis to highlight both 
commonality and diversity within the association between therapists’ perceptions of 
their own mortality and how they viewed the therapeutic encounter. Participants’ 
existential anxiety was seen as contributing to the values and beliefs they reported 
bringing to the therapeutic encounter, in particular hope and the concept of a “good 
death”. Participants also recognised the bi-directional nature of their relationship with 
clients. Findings are considered in terms of existing literature and implications for 
therapeutic practice are discussed.
I l l
Introduction
Death -  or human mortality -  has been referred to as one of the ‘givens’ that form an 
inescapable part of the human being’s existence in the world (Yalom, 1989). 
Consequently therapists' and clients alike are faced with their own mortality and the 
issues that this gives rise to. Whether and how therapists’ perceptions of their own 
mortality are likely to impact on the therapeutic encounter would appear to be linked 
to how death, mortality and therapy are conceptualised in terms of their values, as well 
as the extent of therapists’ self-awareness.
Therapy as value-laden
Bergin (1980) argued that therapy is a value-laden endeavour, even when the 
professional intent is to be value-neutral. Therapists have been found to use their 
values, often rehgious in both nature and origin, to determine the goals and to guide 
the course of their work (Bergin, 1980, 1991). In addition, clinical psychologists’ 
religious and spiritual orientations were both found to affect their attitudes to their 
therapeutic interventions, which may in turn impact on the process and outcome of 
psychotherapy (Shafi*anske & Malony, 1990). Smiley (2001) suggested that both 
psychologists and the profession as a whole need to become aware of and take 
seriously formative influences on their clients by paying close attention to the impact 
of their personal values on their clinical work. Zinnbauer and Pargament (2000) 
suggested that therapists need to be aware of their own value systems and beliefs in 
order to manage value issues in therapy as well as avoid imposing values on clients. 
The issue of whether therapy is value-laden (especially in relation to spiritual/religious 
values) would seem to be particularly relevant in the context of human mortality given 
its universality and its association with questions of meaning.
' Throughout this piece o f research, the term ‘therapist’ is used to denote psychotherapists, counsellors, 
social workers (working in a counselling/psychotherapeutic capacity) and clinical and counselling 
psychologists.
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Death as value-laden
The existentiahst perspective stresses that questions of meaning and purpose are at the 
heart of both living and dying and that personal reflection on such questions is 
catalysed by ‘boundary’ or ‘border’ situations which include confrontation with one’s 
own death (Yalom, 2001). Clients suffering from terminal cancer can be construed as 
encountering such a ‘boundary’ situation, when they are faced with and able to 
acknowledge the fact that, although we as human beings exist now, we cannot escape 
our own mortality.
In terms of therapeutic practice, the existential approach highlights individual 
differences in how the dying process and its meaning are experienced, which can be 
influenced by a plethora of factors including culture and belief and value systems. 
Kubler-Ross (1969) proposed that there are no good or bad attitudes going into death, 
nor are there good or bad stages of dying. In spite of Kubler-Ross’s resistance to 
placing qualitative labels on the dying process, Kastenbaum (1977) proposed that we 
live in an evaluation-oriented society in which we are inclined to respond to particular 
deaths as acceptable or disturbing, meaningful or meaningless. This suggestion seems 
to be reflected in the numerous descriptive terms and labels that have been associated 
with ‘death’ in the relevant literature: examples include ‘good death’ (Kellehear, 
1990; World Health Organisation, 1990; Wilkes, 1993; Chnton, 1999; Masson, 2002); 
‘appropriate death’ (Weisman, 1988); ‘healthy death’ (Smith & Maher, 1993); ‘correct 
death’ (Berger and Luckmann, 1975); ‘happy death’ (Corless, 1994); and ‘peaceful 
death’ (Callahan, 1993). This terminology seems to suggest that perspectives on death 
and human mortality - certainly at societal or cultural levels - are value-laden.
Death anxiety and therapists^ self-awareness
It can be argued that the value-laden terminology associated with death at societal and 
cultural levels reflects individual anxiety about death. In working with a terminally ill 
client, a therapist is put in touch with the inevitability of death and with the extent to 
which he or she is (un)comfbrtable with this inevitability in his or her own life. 
Fredman (1997) argues that, in order to manage the pain and anxieties associated with
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death, the few psychological death theories of experts in the field have been ritualised 
and turned into policy and procedures for good practice on how to die and how to deal 
with death and dying. Fredman (1997) suggests that, in the context of ‘death talk’, 
there seems to be an assumption amongst professionals that it is legitimate to impose 
ideas on clients based on professional training but that it is unethical to impose ideas 
derived from one’s culture, religion, family or personal experience.
Therapists’ awareness of and coming to terms with their own existential issues are 
thought to be of paramount importance in being able to “be with” the dying person 
and engage in honest and open communication with them (Worden, 1991).
This paper examines the reported impact of therapists’ perceptions of their own 
mortality on their work with clients facing terminal cancer. In specific terms, it 
examines therapists’ views about whether and how their values and beliefs associated 
with therapy and their own mortality have influenced their therapeutic encounters with 
terminally ill clients; what issues the therapists’ beliefs and values about their own 
mortality gave rise to in the therapeutic encounter; and how working with terminally 
ill clients may in turn have impacted on therapists.
Method
Participants
Ten hospices, four cancer organisations and three hospitals in London and South-East 
England were approached with a view to recruiting psychotherapists, counsellors, 
clinical psychologists, counselling psychologists or social workers who had completed 
a counselling/psychotherapeutic training course and had experience in counselling or 
therapeutic practice, for a minimum of four weeks in the last three years, with at least 
one client who was suffering from terminal cancer. Nine individuals who met these 
criteria initially agreed to take part in the study. After interviewing these volunteers 
(see below) and reviewing their characteristics and viewpoints, a version of 
‘theoretical sampling’ (borrowed from grounded theory -  see Glaser & Strauss, 1967) 
was used to identify other qualities and traits that might'profitably be represented in
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the sample in order to capture something of the potential diversity of reported 
experience in relation to the research topic. It was felt that a person’s professional 
background, work setting and rehgious/spiritual outlook (including agnostic and 
atheist stances) might affect how personal perspectives on mortality are considered in 
relation to the therapeutic encounter. Therefore, attempts were made to recruit other 
individuals from the range of locations outlined above who met the participation 
criteria but who differed from the core sample on these dimensions. Five additional 
participants were recruited, giving a total sample of 14.
Procedure
When ethical clearance had been obtained for the study (see Appendix 1), participants 
were interviewed for between one and two hours at their place of work or in their 
homes. Participants were provided with an information sheet (Appendix 2) and 
consent form (Appendix 3) to sign once they had been frilly informed of the nature of 
the study, their right to withdraw their consent at any time and details of procedures to 
ensure confidentiality including the safeguarding of their anonymity (McLeod, 1994). 
Participants also completed a background information questionnaire (Appendix 4) 
before the interview began.
A semi-structured interview schedule (Appendix 5) was then administered, the focus 
of which was to seek to enable participants to explore and express the impact (if any) 
of their perceptions of their own mortality on their therapeutic encounters with clients 
facing terminal cancer. The questions posed were open-ended and non-directive. This 
allowed considerable scope for participants to influence the direction of the interview, 
although a number of prompts were available for clarificatory purposes. The schedule 
was constructed on the basis of the issues presented in the statement of research aims, 
which in turn arose from the literature outlined earlier. The main areas of the schedule 
examined the background and training of the therapist; their approach to their 
therapeutic work; the therapists’ perspectives on their own death and how they 
thought this might or might not impact on their work; and the possible impact of the 
therapists’ work on their perspectives on their own death. Two pilot interviews were 
conducted to assess the suitability of the interview' schedule. As only minor
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adjustments were made, these interviews were included in the study. All interviews 
were audiotaped.
An informal (not taped) debriefing session was held at the end of each interview, 
enabling participants to express how they had experienced the interviews, including 
any distress the research might have caused them. The researcher sought to provide a 
safe place in which participants felt contained in expressing any difficulties they might 
have experienced, as well as providing them with details of appropriate help line 
numbers should they require further support. The fact that the participants were 
therapists meant that they were also familiar with therapeutic resources and were 
receiving supervision for their practice in their workplaces. Feedback was offered to 
participants by offering them a copy of the research report.
Analytic procedure
Interviews were transcribed orthographically (see Appendix 6 for a sample interview 
transcript). To safeguard participant confidentiality, transcripts were number coded 
and all identifying information was removed from them. They were then analysed 
according to the principles of interpretative phenomenological analysis (IPA) (Smith, 
1996; Smith et al., 1997, 1999; Smith & Osborn, 2003). IP A was chosen because the 
personal nature of the subject matter of the research (with its focus on therapists’ 
perceptions of mortality and the potential impact on the therapeutic encounter) 
warranted an approach that seeks to capture the quality and texture of accounts of 
individual experience, whilst recognising the interpretation of such experiential 
accounts by the researcher. The acknowledgement that the outcome of IP A represents 
an interaction between participants’ accounts and the researcher’s interpretative 
framework (Smith et al., 1999) seems particularly appropriate in the context of the 
potentially different belief and value systems of the participants and the researcher.
The analytic procedure involved a series of steps as set out by Smith et al. (1999). 
Transcripts were read repeatedly on an individual basis, producing wide-ranging and 
unfocused notes including content summaries, potential connections between different 
elements within a transcript and initial interpretations. Within each transcript, themes
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characterising the essential qualities of each section of the text were then identified 
from these notes and were labelled. After analysing each transcript, the resultant 
themes were taken into the next transcript, modifying and adding to them in the light 
of new data. Finally, the themes identified across the transcripts were grouped into 
clusters of concepts that shared meanings with or references to one another.
At each stage of the analysis, care was taken to ensure that themes and clusters of 
themes were consistent with and could be illustrated by the data by moving back and 
forth between the list of themes being structured and the transcripts. Themes were not 
selected on the basis of their prevalence within the data and so accounts of individual 
experiences were not discarded where they contributed to the researcher’s 
understanding of the complexity of the emerging analytic picture. Accounts of 
individual experiences, which did not link to common themes, were also reported if 
they contributed to an understanding of the possibilities within the research topic.
Evaluation
The subjectivity involved in this approach renders traditional evaluative criteria for 
research (such as reliability and validity) inappropriate as they are based on 
assumptions of researcher objectivity and disengagement from the analytic process 
(Henwood & Pidgeon, 1992). Alternative criteria, more suitable to the evaluation of 
qualitative research, include facilitating an appraisal of the fit between the data and the 
researcher’s understanding of them by “grounding in examples” and “owning one’s 
perspective” (Elliott, Fischer & Rennie, 1999). In the context of qualitative health 
research, sensitivity to context, commitment, rigour, transparency, coherence, impact 
and importance have also been put forward as appropriate evaluative criteria (Yardley, 
2000). Given the research area and the use of IPA it would seem that sensitivity to 
context and transparency through “grounding in examples” and “owning one’s 
perspective” are particularly pertinent criteria.
IPA recognises that different researchers may foreground different aspects of the data 
and explicitly uses the researcher’s frame of reference to arrive at interpretations and 
conclusions. In order to “own my perspective” I will attempt to render my “speaking
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position” more transparent. What I attended to during the interviews and the nature of 
my additional questions were influenced by my own perspectives on death and dying 
and my own approach to the therapeutic encounter. These perspectives have been 
shaped in part by my values and belief system, my personal experience of loss, my 
interest in spirituality and my experience of training and practice in Counselling 
Psychology. Although this analysis is not located within an existential framework, it 
was informed by existential ideas in places. By this I mean that I was influenced by 
the existential perspective to the extent that it understands questions of meaning and 
purpose to be at the heart of living and dying and its emphasis on the importance of 
self-knowledge and therapists’ coming to terms with their own mortality in working 
with terminally ill clients.
All of these influences are hkely to have coloured the lens through which I perceived 
the data, such that I prioritised certain themes over others and the extent to which I 
was able to critique those concepts, which may have accorded with my own 
perspective. However, it is through my awareness of these difficulties that I sought to 
‘bracket’ (Giorgi, 1985) my preconceived expectations and associations. Such 
‘internal supervision’ was further supplemented by ‘external supervision’, whereby 
the development of themes was closely monitored through research supervision. The 
use of research supervision sought to control the extent of idiosyncratic references and 
reflect a shared pool of meaning with other readers. The supervision process also 
sought to ensure, as far as possible, that interpretations were accompanied by relevant 
quotations, and thus grounded in the data, to render the interpretative process 
transparent and facilitate evaluation by the reader.
Analysis^ 
Background Information
There were 11 female and 3 male participants, with an age range o f33-60 (mean = 46; 
SD = 7.93). There were 7 counsellors, 3 social workers, 3 clinical psychologists and 1
 ^ Throughout the analysis empty brackets within quotations indicate the omission o f material. 
Information appearing within brackets constitutes an addition for clarificatory purposes. Ellipsis points 
( ...)  indicate a pause in the speech of participants.
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counselling psychologist. Current work settings were hospices (5), cancer support 
centres (4), cancer charities (2) and hospital oncology (1), palliative care (1) and 
clinical health (1) departments. The length of experience working with the terminally 
ill ranged from 6 months to 15 years (mean = 6.68 years, SD = 4.68). Theoretical 
orientations were integrative (4), person-centred/humanistic (3), existential (2), 
cognitive (1), systemic (1), psychodynamic/cognitive-behavioural (1), 
systemic/cognitive behavioural (1) and eclectic (1).
The results of the analysis are presented in Table I.
Table 1: Themes and sub-themes identified in the analysis
Accompanying clients on 
their journey
“Being alongside” clients
Therapists bringing themselves on their journey with 
dying clients
Therapists’ views about 
death impacting on the 
therapeutic encounter
“Not knowing”
• How therapist would face own death
• How it is for dying client
• Identifying with clients
• What happens when we die
Fear of death
Clients “knowing” how far therapist is prepared to go
Therapists’ beliefs and values about life and death
• Hope
• “Good death”
Impact on the therapist of 
working with clients dying 
from cancer
Bi-directional nature of relationship
Grieving
Value of self-awareness
Valuing life and living in the moment
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The analysis concentrates on Therapists’ views about death impacting on the 
therapeutic encounter’ with its sub-themes in detail as this is the main focus of the 
research and the two remaining themes (‘Accompanying clients on their journey’ and 
‘Impact on the therapist of working with clients dying from cancer’) are dealt with in 
outline as they serve more of a contextualising function to the central theme of the 
research.
Accompanying clients on their journey
Most participants conceptualised their work with terminally ill clients as 
accompanying clients on their journey. This concept is reminiscent of Yalom’s (2001) 
view of therapist and client as “fellow travellers” highlighting the equality between 
them and abolishing the idea of the therapist as expert:
We talk about it like being on a journey. ( ) I suppose I see it as us being 
alongside them. I don’t see myself as being an expert at all. (Amy)
“Being alongside** clients
“Being alongside” clients was seen as letting clients lead the way by following their 
agenda, “what they see as important for them”(Matthew), and not that of the therapist:
It’s almost like moment to moment, where they are, that’s where I’ll try and be 
and not try and push anything. (Rose)
The work was also described in terms of “being there with someone, ( ) enabling them 
to be who they are, ( ) (not) censor(ing) what they say.” (Amy). The process of “being 
with” the client seems to mirror the existential concept of allowing the focus of the 
relationship to remain on the client’s experienced truths as they are being related 
(SpineUi, 1994).
The difficulty inherent in being able to “be with” a client and the rarity of this 
experience occurring outside the therapy room was also reported:
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“Being with” is the helpfiil thing and if you can just be with and tolerate how 
uncomfortable it is, that’s something what other people don’t ever want to do 
with them. (Clara)
Therapists bringing themselves on their journey with dying clients
There seems to be a paradox in that the presence of the therapist in the relationship 
was seen as valuable and necessary in order to “be with” the client, yet at the same 
time this presence seems linked to the difficulty in trying to accompany the client by 
following their lead and not that of the therapist:
What I would hope is that I wasn’t going to influence the way that the 
counselling session goes, ( )  but I have to be in there, I can’t disappear (laughs) 
and I wouldn’t want to. (Helen)
Therapists’ views about death impacting on the therapeutic encounter
Participants stated that in working with clients with terminal cancer, clients’ views 
about death and mortality was an important area to explore - “I would explore the 
patient’s ideas of what happens and where they think they’re going” (Jasmine) - and in 
particular clients’ meaning-making: “I think that those that are dying try to make 
sense and meaning of their hves and that’s ( ) a big part of the work.” (Rose)
Whilst respecting their clients’ views on their death and mortality, and mostly 
adopting a policy of non-disclosure regarding therapists’ views - “I leave my own 
personal view away” (Matthew) - there was an acknowledgment of therapists’ 
perspectives of their own death and mortality impacting on the relationship:
It does make a tremendous impact on my work ( ) .  I don’t think any of our 
experiences can be just excluded and who we are. (Martha)
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Although this impact was not seen as occurring on an explicit level of self-disclosure, 
many participants viewed an impact occurring in more implicit or subtle ways:
My views on my own mortality affect the way I work with patients who are 
terminally ill. ( ) How I may think about life and death impinges upon how I’m 
able to be an active listener with somebody who’s going through this process. 
(Mark)
This acknowledgement would seem to echo Bergin’s (1980) view of therapy as a
value-laden endeavour. Being able to think about one’s own mortality was seen as a
prerequisite for being able to “be with” someone facing their own, mirroring
Worden’s (1991) words (see introduction):
I think it’s difficult to think of one’s own mortality. That if it was intolerable 
for me to think about my own death, I shouldn’t want to be sitting with 
somebody else who’s going through the process right now. (Mark)
“Not knowing”
Participants expressed a wide range of differing beliefs and values about death and 
mortality, although a recurring theme for most was that of “not knowing”. There 
seemed to be three types of “not knowing”: not knowing how the therapist would face 
their own death; not knowing how it is for the dying client, which seemed linked to 
participants identifying with their clients; and not knowing what happens when we 
die.
Not knowing how the therapist would face their own death
There seemed to be a recognition that, although it may be possible to think, feel and 
talk about their own death and mortality, there is something unfathomable about it:
I won’t, I won’t really know how much of a hurdle it is for me until I’m right 
there at that particular moment myself. (Mark)
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Yalom (1989) highlights the unfathomable quality of death by suggesting that we 
know but we do not know. We intellectually know the facts about death but our 
unconscious protects us from overwhelming anxiety by splitting off or dissociating the 
terror associated with death. This seemed to be reflected in the stark contrast between 
contemplation and reality that it is very different thinking about death as a person who 
as far as they know is healthy, than as a person who has a terminal diagnosis and is 
facing their death in the present:
I may well when the time comes be quite surprised at how completely 
paralysed with fear I am and how I grasp at straws just like everybody else. 
(Clara)
Not knowing how it is for the dying client
In not having experienced facing a terminal diagnosis, many participants reported that 
they did not know what the client is going through:
I think there’s a sort of discrepancy between what I’m experiencing and what 
they’re experiencing and it’s peculiar for them that a person who’s never been 
through it can be a therapist for somebody who’s going through it. I can talk 
the talk but I’ve never walked the walk so there’s a little bit of self-doubt. 
(Clara)
Participants’ reported awareness of not knowing how it is for the dying client seemed 
to lead some of them to doubt what they could offer their chents, where clients ask:
“What on earth do you think you can do for me?” and I will sometimes think, 
“Yes, what can I do for you?” (Rose)
This lack of knowing was seen as impacting on the relationship, potentially creating 
tensions between therapist and client. Clients were perceived by some participants as 
comparing themselves to their therapists and experiencing feelings of anger towards 
them for being healthy:
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What does come up sometimes with clients is they’re angry with anyone who’s 
healthy and that can be you, the healthy counsellor. (Sally)
Participants also reported that their clients could feel envious of them and that 
participants’ experienced doubts concerning whether they could truly empathise with 
their clients:
There can ( ) be ( ) an enviousness going on because the person ( ) who’s 
saying “I’m dying you’re not. Why are you trying to tell me how to, how to 
do this sort of thing?” ( ) They don’t believe anybody can really have empathy 
unless they’ve been down the same road, which I think is a fair comment. 
(Clara)
The question of what the therapist might need to have experienced to be able to 
empathise with the client arose, with differing responses. Rose described a tension 
between struggling to prevent her experience of loss from impacting on the 
relationship but at the same time enabling her perhaps unconsciously to empathise 
with the chent:
I think my own experience of loss, ( ) has to impact on the work that 1 do even 
though ( ) you are working furiously not to bring that into the session ( ) 
maybe unconsciously there is something in the empathy that will flow from me 
to the patient.
For Matthew being able to accompany a client did not require having experienced a 
terminal diagnosis, but being able to face up to his own mortality:
The truism of “You can only take a chent as far as you are prepared to go 
yourself.” That doesn’t mean I need a terminal diagnosis to work with 
someone with a terminal diagnosis but there’s something about facing up to 
my own mortality is important in that.
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However, Martha considered her personal experience of having had cancer as very 
valuable in terms of being able to empathise with clients and on some level 
communicating this to them:
My own experience of having had cancer I think is incredibly valuable because 
I know what is needed from my own self. That doesn’t mean that everybody is 
the same but the understanding of where that person’s at is so totally 
important. ( ) My own gratitude ( ) impacts and must come through somewhere 
or other and the recognition of how hard that fight is to remain alive and to 
know ( ) how easily I could have died.
Identifying with clients
Although participants expressed not knowing how it was for their clients to have a 
terminal diagnosis, many spoke of how they identified with clients. This suggested 
that within the relationship not only do clients compare themselves to their therapists 
but therapists compare themselves to their clients. Many participants had experiences 
of cancer in the family and/or experienced family bereavements and a few had 
experienced cancer themselves. Some participants expressed concern that, in 
identifying with clients, their own experiences of loss and illness might impact on the 
work:
I think I’ve had instances where I have over-identified with clients. ( ) I 
thought there were parallels and I knew I had to be carefiil. (Sally)
Worden (1991) suggests that an increase in personal death awareness heightens 
existential anxiety and that this is especially difficult, in grief counselling, when the 
person being grieved is similar to the therapist in terms of age, sex or professional 
status. A number of participants expressed how being of a similar age or in a similar 
situation to their clients (for example having children of the same age) made them 
identify with them and how painful and difficult this was to bear:
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Working with people of a similar age to myself, who have young children I 
think, that’s really made me look at, at how that would be for me, um leaving 
two young children behind. And that ( ) has been quite painful. (Helen)
Amy expressed how she felt her own experience of having had a child had a negative 
impact on her work because it made her not want to work with people with children 
any more:
1 think having James has made me think more about hfe and death. If hfe 
comes then life goes, um, but whether it’s affected my work? It’s had a 
negative effect. ( ) I would probably choose not to work as much with people 
who’ve got any children.
Amy’s awareness of which client group she would choose not to work with reflects 
the importance attributed to therapists’ awareness of their limitations with respect to 
the categories of dying clients they are able to deal with (Worden & Kubler-Ross, 
1977). Part of the difficulty participants seemed to experience in identifying with their 
chents appeared to stem from being brought to face their own mortality and the 
uncertainty of hfe:
Suddenly their mortality comes into being and yes, I think mine is challenged 
ah the time and the awareness of “But for the grace of God, there go I.” ( ) 
There is no doubt that some time in that process we start experiencing our own 
mortality. (Martha)
Not knowing what happens when we die
Participants expressed differing behefs about death but many spoke of “not knowing”:
I’ve been able to be open and honest enough with patients to say, “Yes I’m a 
bit scared too, I don’t know what’s going to happen.” (Amy)
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Many participants spoke of diverting their attention to being alive rather than 
ruminating on the unknown of what happens when we die:
I don’t have a firm idea as to what happens after, after I die. ( ) I ’m focused on 
whilst I’m alive. (Mark)
In comparing his own views to those of some of his clients, Matthew spoke of his 
envy for those whose faith helped them in facing death:
I mean I ’ve seen people with such faith that they have no problem dying at all 
(...) I envy them that at one level, it must be wonderful to be that sure.
Some participants also reported the unfixed and changing nature of their views on 
death:
I think I try and find beliefs that make some sense to me and I change them 
and I think it’s a moveable thing. I don’t feel fixed, I don’t feel like I’ve got 
the answer. (Maggie)
Fear o f death
Along with not knowing what happens when we die, most participants spoke of their 
fear of death and the universaHty of it:
I’m afraid of death in the way I think everyone is. (Jim)
Some participants expressed fears concerning the dying process based on their 
experiences of working with people dying of cancer:
I think I probably do have some fears and particularly about dying of cancer, 
yeah, having seen people struggle and work with that, I do. (Helen)
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Many participants spoke of their death anxiety impacting on their ability to think 
about their own deaths and their desire to avoid it by denying it:
I do blank it, I do deny it. ( ) How I’ve not managed to make aU the 
arrangements for my death I don’t know. It’s extraordinary in that I know so 
well what I should be doing. ( ) I’ve had workshops where I’ve had to run my 
own funeral but have I actually written that down or made arrangements 
myself? (Matthew)
This seems to parallel Yalom’s (1989) assertion that to adapt to the reality of death, 
we are endlessly ingenious in devising ways to deny and escape it:
I think there’s some magical thinking in doing this work ( ) At some level I 
probably believe that by doing this kind of work, I may have bought myself 
not having cancer or at least TU know what to do when I die. In fact I won’t 
have a clue. (Matthew)
Participants’ reported denial of and difficulty facing their own deaths seems reflected 
in their statements concerning their difficulty staying with their client’s feelings 
around death, including sadness, hopelessness, fear and loneliness at the end:
Facing a sense of hopelessness ( ) and just overwhelming sadness and fear - 
that isn’t easy for them to think about. It’s not easy for me to think about with 
them. All the models in the world don’t reaUy help when all that’s going on. 
(Clara)
I suppose where it gets difficult is when you just feel that it’s just too painful 
for you to bear being with stuff. ( ) Patients can be very lonely towards the 
end. They can become quite overwhelming. (Amy)
Participants’ difficulties being with clients close to their deaths seemed to lead in 
some cases to them running away:
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I do run away sometimes. I couldn’t be with a chent that I’d worked with for a 
long time right at the end. ( ) I just found it very difficult to do, very hard to 
think about. ( ) I sometimes think that my own therapists don’t want to talk 
about it either (...) People find it very uncomfortable. (Amy)
Participants’ reported desire to run away would seem to reflect the notion that 
existential anxiety is exacerbated through an increase in personal death awareness and 
that the therapist cannot help identifying with the process while watching someone 
deteriorate during a progressive illness (Worden, 1976).
Clients “knowing” how far the therapist is prepared to go
Participants’ difficulties working with death and dying were seen by many as being 
unconsciously communicated to chents:
A therapist who was very uncomfortable with dying or the prospect of their 
own mortahty or uncomfortable about death in general, I think would come 
across to the other person, even if not explicit - ( ) a kind of subtle or 
unconscious communication with the other person. (Jim)
In particular, the therapist’s fear was seen as being communicated to the chent:
I think patients can sense when you, in an unspoken way, when you cannot 
think of something and when you’re afi*aid of something. I think patients know 
( ) There’s a knowing in the room. (Amy)
Clients were seen by some participants as responding to therapists’ unspoken 
communications of their fears by seeking to protect them:
I think we are often protected. Our clients see our own vulnerabilities and will 
protect us when they see that we can’t cope with something. (Jim)
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Consequently the therapist’s degree of comfort with issues around death and dying 
was perceived as affecting what could be explored with the client and described as 
“unconscious permission-giving” (Jim):
I have noticed over time that what the clients brmg to me now changes as I 
become more comfortable with these issues. (Matthew)
Therapists^ beliefs and values about life and death
How participants encountered their dying clients on their journey seems to relate 
closely with how they managed their own fear and anxieties about death and their 
dying clients. Amy highlighted the need to distinguish between the therapist’s and the 
client’s anxiety as it seemed that often the two could be conftised:
(With) especially difficult cases, they sort of call in the cavalry and I’ve learnt 
to say “What are we dealing with here? Whose stress are we actually 
managing? Is it important for the client? [or] about other people’s anxiety?”
Participants acknowledged having their own agenda - “There are times when I feel 
there’s an agenda in me” (Jim) - which seemed to consist of value-laden ideas 
concerning how death affects life:
I hope not to push somebody into my own way of thinking at aft but I suppose 
to point it out as well as the choices along the way. That death can be used 
positively to influence life that’s left. (Helen)
Similarly participants reported their values impacting on the concept of ‘quality of 
life’:
My own ideas of what’s a reasonable life and quality of life is impinging upon 
the process. (Mark)
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These ideas seemed to have a direct impact on what participants considered might be 
helpfiil for the dying client and seemed also to reflect a way of coping with their own 
anxiety and the difficulty they experienced in staying with the chent’s feelings:
I mean the role I would rather play whether that’s for right or wrong is ( ) 
raising awareness ( ). I think I would rather feel that we are walking towards 
some sort of healing thing ( ) rather than that we’re just feeling depressed and 
hopeless. (Clara)
The concepts of hope and a “good death” came up again and again and seemed to 
have a powerful influence on how participants approached their work with dying 
chents. As Fredman (1997) suggests, it seems that ideas on how to die and how to deal 
with death and dying reflect therapists’ needs to manage their own pain and anxieties 
associated with death.
Hope
Most participants spoke of the importance of hope and how they tried to bring it into 
the therapeutic encounter:
I think hope is incredibly important. ( ) I view hope as necessary, to try and 
bring that in in some way to the work that I do but ahowing them to explore 
hopelessness as well. ( ) I mean the fact that my values come into my work - 
however carefiil you are (laughs) to try not to bring those across, ( ) I think 
they will come across. (Helen)
Amy reported “holding” hope for her clients and its nebulous nature:
I suppose that’s what I bring, that hope ( ) and I suppose that’s what I hold for 
people often. I often say that I can hope for them, sometimes I wonder what 
the devil 1 am hoping for.
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As Mark suggests, what the therapist can be left with when the client is not able or 
willing to connect with a “life wish” is the difficulty of “being with” the client who 
does not want to live any more:
Sometimes if I sit with somebody who’s quite young, and ready to give up ( ) 
there’s a real pull to somehow connect them with a hfe wish. ( ) Am I 
somehow colouring our conversation with my sense of value? And then being 
able to tolerate sitting with the idea that they’ve had enough.
“Good death ”
Most participants spoke of wishing their chents a 
good/peaceful/meaningful/healthy/perfect death. This theme mirrored the idea that, in 
our evaluation-oriented society, we respond to particular deaths as acceptable or 
disturbing, meaningful or meaningless (Kastenbaum, 1977) and the plethora of value­
laden labels associated with death in the literature:
Our dream for our patients is to have a perfect death and what the hell is a 
perfect death? But I suppose ( ) it's that you’re at peace and that your family’s 
at peace with your going. (Amy)
The concept of a good death seemed to relate to:
The hospice idea you just come to an acceptance, everybody manages to heal 
their relationships and tell people they love them. (Matthew)
Many recognised that their value-laden ideas of what constituted a good death were a 
part of the therapist’s agenda:
I would like to encourage inner peace. ( ) calm acceptance of death ( ) and this 
is my stuff I know. (Jessica)
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Part of the motivation of participants in seeking a “good death” for their clients 
seemed to be their difficulty “being with” their client’s feelings including depression 
and dealing with their own fears and anxieties by defending against them through 
seeking to give hope or “fix” their clients:
Plenty of cancer people are pretty depressed and there’s probably a wish to go 
in and treat and fix and give hope and all that just may not be appropriate. 
(Clara)
Participants expressed differing opinions concerning whether it was helpful to chents 
to facihtate the conditions of a “good death”, namely the resolution of unfinished 
business as far as possible, open communication with the family and an acceptance 
and coming to terms with their own death. Participants’ value-laden judgments about 
what constituted a good death also seemed to give rise to a number of potential 
conflicts including that between the therapist’s and the chent’s needs:
The client and I can be in different places about what we want from the 
counselling. ( ) If  their cancer is bad and they’re refusing to talk to their family 
about it ( ) and they’re just so focused on treatment ( ) I just don’t feel that my 
role is really to collude with them about it ( ) It feels like an ongoing struggle. 
(Clara)
Many participants stated that they saw it as beneficial for the familv for 
communication to take place between them and the dying client and for them to try to 
resolve any “unfinished business” with one another:
If these conversations never take place then the other people are left with this 
unfinished business after the death. (Clara)
However, it was also acknowledged that this created another potential conflict as 
“what might be a good death for the family may be really, really hard for the person 
that’s dying.” (Matthew)
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A number of participants reported that they tried to resolve the conflict between their 
needs and their clients’ needs in their individual ways, although all attempts seemed 
closely tied to the idea of “accompanying clients on their journey”:
I’ve developed some prejudices ( ) about ( ) what is desirable for them to do ( ) 
but at the end of the day they’re the experts, so I guess all I can do is be sort of 
invitational. ( ) (I have) ideas and models about what might be helpful to this 
person but even more important than that is remembering it’s their journey and 
their experience and it’s their role to tell me what they need and what it’s like 
for them. (Clara)
Rose acknowledged that what she might feel was helpful for the client to do was 
secondary to what a client might need in the moment and that her role was not to take 
down their defences:
I am extremely respectful of people’s defences and I may think that it would 
be very good for them to be able to talk openly with the family ( ). It’s about 
what is fitting for them at that time. I’m not here to take down ( ) their 
defences.
Matthew reported feeling that the way he perceived his role had changed over time 
and that he was now able to trust his clients to know what their unfinished business 
was:
My original training felt like ( ) I’m here to help people deal with their 
unfinished business before they die. ( ). I just don’t see it in that way now. I 
actually trust people enough to know what their unfinished business is.
Impact on the therapist of working with clients dying from cancer
Bi-directional nature o f relationship
Most participants spoke of the bi-directional nature of their relationships with clients, 
whereby they felt they had something to learn “fi-om people, to listen to what they
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have to say about issues of mortality.” (Mark) Some participants reported feeling that 
the bi-directional nature of the relationship was uneven - “I feel they’ve given me 
more than I’ve given them.” (Clara)
Some participants spoke in very positive terms of having become more open to 
spiritual experiences and less frightened of dying through working with people dying 
from cancer, as well as a sense of privilege and enrichment.
Grieving
Some participants referred to a build up of sadness, fear and anger they absorbed from 
their clients, which could potentially be seen as leading to bum out. Worden (1991) 
suggested that therapists can avoid this by practising active grieving. Some 
participants reported the impact, which their clients’ deaths had on them and their 
need to grieve the loss of their clients whose journeys they had shared.
Value o f self-awareness
Participants’ need to grieve can be seen as reflecting the value of self-awareness not 
only for their clients but for themselves as well. Participants stated that it was 
important to become aware of areas of discomfort and when there was a desire 
(perhaps unconscious) to avoid those areas, supporting Van Wormer’s (1990) view 
that therapists’ self-awareness would increase their effectiveness in counselling the 
terminally ill. Becoming more self-aware was seen as a pre-requisite for attempting to 
bracket off the participants’ biases and presuppositions (Spinelli, 1994) -  “I think in 
order to bracket it off, you need to be aware of it.” (Amy) Participants referred to 
supervision, therapy and team support as ways in which they might become more self- 
aware.
Valuing life and living in the moment
Most participants reported feeling that their work with clients with terminal cancer 
had made them value life more -  “Actually working, working with cancer patients
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does make me look at appreciating life and getting the most out of life.” (Helen) 
Several participants stated that as a result of their work they tried to live much more in 
the present:
I hve certainly much more ( ) in the here and now than I used to. I used to plan 
way ahead (laughs). I try to really enjoy what I have now because my 
experience is, personally and professionally, that it could change overnight. 
(Rose)
The reported emphasis on living in the present reflects Davies’ (1997) observations in 
her study of long-term survivors of HIV/AIDS, namely that learning to live with the 
uncertainty of the future contributes to the ability to adopt a “philosophy of the 
present” whereby the present moment can be enjoyed for what it is. Participants also 
spoke of how their own problems and worries were put into perspective by “talk(ing) 
to somebody who’s got a matter of months to hve.” (Clara)
Although many participants sought to live in the present and remember the salutary 
perspective they gained from their work with clients, they also reported recognising 
the inherent difficulty in achieving these aims, perhaps reflecting once again the 
chasm between contemplation and reahty:
I’m still not there. I stül forget that actually tomorrow might not come. (Amy)
136
Overview
The picture conveyed by the findings in this research is inevitably incomplete as it 
could only explore a limited realm of experiences at one point in time. The 
recruitment strategy may have been biased towards attracting people who had a pre­
existing interest and perhaps also an awareness of the impact, which their perceptions 
of their own mortality might have had on the therapeutic encounter. This may have 
resulted in the exclusion of the experiences of those who did not perceive their 
perceptions of their own mortahty as impacting on the therapeutic encounter.
Due to the sample size, the generalisability of this research remains limited, as was the 
possibihty o f in-depth assessment of individual participants’ phenomenological 
experience. However, this research sought to capture a sense of the commonality and 
variability of experience within the sample group as a whole as well as conveying a 
sense of individuals’ unique experiences by tracking them across the transcript in 
accordance with IPA’s idiographic commitment.
This research explored whether and how therapists’ perceptions of their own mortality 
might impact on the therapeutic encounter with chents facing terminal cancer. The 
analysis seems to suggest that although most participants conceptuahsed their work in 
terms of accompanying their clients on their journey, they acknowledged bringing 
themselves and specifically their beliefs and values about their own death and 
mortality with them. Participants’ beliefs and values regarding their own death and 
mortality were difficult to separate from their wider values because of what they 
considered to be the interconnectedness of their views about hfe and death and 
consequently also therapy. Their bringing their beliefs and preconceived values about 
life and death and how chents might go about their hving and dying begged the 
question, ‘To what extent could they really accompany their dying chents on their 
journey?’
Participants’ presence in the therapeutic encounter was recognised as being inevitable 
and valuable and yet seemed to lead to the paradox that in being present, they 
struggled to accompany their clients, as their own difficulties grappling with the
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uncertainty of life and death, their fear of death, their discomfort in being with clients 
facing the end and desire to avoid it and run away seeped into the work. This seemed 
to result in part from their identification with clients, which appeared to increase their 
personal death awareness and exacerbate their existential anxiety (Worden, 1976). 
Participants also experienced self-doubt in terms of their ability to empathise with 
their clients and be of help to them, resulting from their “not knowing” what their 
clients were going through or how they themselves would face their own death, were 
they to receive a terminal diagnosis. It seems that they sought to defend against their 
anxieties, doubts and fears through (consciously or unconsciously) introducing their 
own agendas, beliefs and values about what would be helpful and meaningful for the 
chent to do before they died, which included bringing hope and the concept of a “good 
death” into the therapeutic encounter.
Participants seemed to experience a conflict between seeking to “be with” their clients 
on their journeys and directing clients according to their own agendas. Attempts to 
resolve this conflict seemed to focus on prioritising “accompanying clients” on their 
journey and in so doing respecting chents’ defences and trusting them to know what 
they needed. A crucial element in this process would seem to be the endeavour of 
becoming ever more self-aware in seeking to recognise what the therapist brings with 
them on their journey with their chents.
Participants also recognised the bi-directional nature of their relationship with their 
chents: how much they had learned and gained from them, how this had impacted on 
their views of their own mortahty and in turn how they sought to hve their hves. They 
recognised the value of becoming more self-aware, not only for their clients, but for 
themselves, which was reflected in their need to grieve the loss of their clients.
The findings emphasise - in accordance with those of Worden (1991), Fredman 
(1997), Zinnbauer and Pargament (2000) and Smiley (2001) - the need to 
acknowledge and address the part played by personal values and beliefs, particularly 
those related to death and mortahty, in this area where the chent’s journey is 
potentially so profoundly anxiety-provoking for the therapist that it may be very 
difficult for him/her to “accompany the client” on it. This highlights the enormous
138
value of therapists’ self-awareness and their need for support, both of which are 
facilitated through supervision, personal therapy and working in a team.
The present study represents an initial analysis of a Kttle researched and highly 
complex and sensitive area. Through the process of conducting the research, it became 
apparent that there were a number of areas, which participants were not in a position 
to explore in greater depth because of the breadth of issues covered during the 
interviews. However, the inability to do certain areas justice within the confines of 
this study has brought to light areas which would fruitfully warrant fiirther 
investigation. One area, which stood out in particular because of the importance 
attributed to it by most participants and its seemingly nebulous nature, was the 
concept of hope and the role this might play in the therapeutic encounter.
Further research using a case study approach could focus in greater depth on the 
potentially complex role of hope in the therapeutic encounter with terminally ill 
clients or members of their family bereaved by cancer. Unfortunately, due to the 
parameters of this paper, an in-depth exploration of participants’ individual 
perspectives on their own death and their relation to their unique way of encountering 
their clients was rendered unfeasible. Employing a case study technique to investigate 
the concept of hope would enable greater in-depth exploration of the individual 
therapists’ beliefs and values, which might include religious, spiritual or atheistic 
perspectives and how these might relate to their phenomenological understanding of 
hope and its role in the therapeutic encounter.
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____________Committee on Ethics
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PsychD student 
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University of Surrey
UniS
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of Surrey
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+44 (0)1483 300800
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+44 (0)1483 683811
Registry
Dear Ms Hofmann
The impact of therapists’ perceptions of their own mortality on the therapeutic 
encounter with clients facing terminal cancer (ACE/2002/110/Psvch)
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed and 
the following condition is met:-
• That the paragraph regarding Ethical Issues (page 4) includes more precise 
statements, particularly with regard to informed consent and rights of participants 
to withdraw, as it is felt that the current version is too general.
For your information, and future reference, the Guidelines can be downloaded from 
the Committee’s website at http://www.surrev.ac.uk./Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(ACE/2002/110/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than expected, 
with reasons.
I should be grateful if you would confirm in writing your acceptance of the condition 
above, forwarding the amended document for the Committee’s records.
Contd
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Date of approval by the Advisory Committee on Ethics: 03 March 2003
Date of expiry of approval by the Advisory Committee on Ethics: 02 March 2008
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
cc: Chairman, ACE
Dr A Coyle, Supervisor, Dept of Psychology
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Appendix 2: Information Sheet
I am a trainee Counselling Psychologist at the University of Surrey, conducting a 
research study which looks at how therapists’ perceptions of their own mortality might 
impact on the therapeutic encounter with cHents facing terminal cancer.
This research project seeks to explore how therapists conceptualise and work with 
clients facing terminal illness and, given the universality of human mortality, 
therapists’ perceptions of their own mortality are considered relevant.
I am seeking psychotherapists, counsellors, clinical psychologists, counselling 
psychologists or social workers who have completed a counselling/psychotherapeutic 
training course and have experience in counselling or therapeutic practice, for a 
minimum of four weeks in the last three years, with at least one client suffering from 
terminal cancer. Those who volunteer for the research will be interviewed for 
approximately one and a half hours. Volunteers have the right to withdraw from the 
study without having to give a reason and confidentiality of all identifying information 
is ensured, as no names or locations will be quoted in the research. All data received 
from participants will be respected in accordance with the Data Protection Act 1998. 
At the end of the interview, if an interviewee wishes to talk further, I will be happy to 
arrange another meeting. Interviews will take place at a location that is convenient for 
you.
I hope that this research will help counsellors, psychotherapists, social workers and 
psychologists in working with terminally ill clients, as this seems to be an important 
area for psychotherapeutic practice, which has been under-researched. I hope to 
disseminate my research findings to psychotherapeutic practitioners through 
submissions to relevant journals. I also hope that those who take part in the research 
will find it helpful to talk about their experiences.
If you would like to take part in this research or find out more about it, you can 
contact me at the address below. You can also contact my supervisor Dr Adrian Coyle 
on 01483 686896 or at the address given below should you have any questions.
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Aiine-Sophie Hofinann 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guilford
Surrey GU2 7XH
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Appendix 3: Consent Form
The aim of this research project is to explore whether and how therapists’ perceptions 
of their own mortality impacts on the therapeutic encounter with clients facing 
terminal cancer.
You will be asked to take part in an informal interview about your therapeutic 
practice. This will include some questions about personal beliefs, which will include 
those relating to your own mortahty. The interview will be recorded on audio-tape so 
that, in writing up the research, I can cite participants’ reports directly. Naturally, to 
protect confidentiality, I will not quote any identifying information such as names and 
locations. In making the transcripts, therefore, your name and the names of any other 
people or places referred to will not be recorded. All data received from you will be 
respected in accordance with the Data Protection Act 1998. Once transcribed, the 
audio-tape recordings will be destroyed.
If you have any questions so far or feel you would like fiirther information about this 
research, please ask the researcher before reading on.
Please read the following paragraph, and if you are in agreement, sign where 
indicated.
I have read and understood the Information Sheet provided. I understand that I am free 
to withdraw from the study at any time without having to give a reason. I agree that 
the purposes of this research and what my participation in it would entail have been 
made clear to me. I therefore consent to be interviewed about my therapeutic practice 
with terminally ill clients and my perceptions of my own mortality. I also consent to 
an audio-tape being made of this discussion, and to all or parts of this recording being 
transcribed for the purposes of research.
Name of volunteer (block capitals):.....................................................................
Signed:................................................................ Date:............................
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On the behalf of those involved with this research project, I undertake that, in respect 
of the audio-tapes made with the above participant, professional confidentiality will be 
ensured, and that any use of audio-tapes or transcribed material firom audio-tapes will 
be for the purposes of research only. The anonymity of the above participants will be 
protected.
Name of investigator: ANNE-SOPHIE HOFMANN
Signed:................................................................. Date:
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Appendix 4: Background Information Questionnaire
Thank you for participating in this research study. Before we go on to the interview, it 
would be helpful if I could have some basic information about you (such as your age, 
education and occupation). The reason that I would like this information is so that I 
can show those who read my research report that I have managed to obtain the views 
of a cross-section of people. The information that you give will never be used to 
identify you in any way because this research is entirely confidential. If you feel 
comfortable doing so, please fill in the following brief questionnaire.
1. Gender:
2. Age:
3. Ethnicity: (tick) Black-African 
Black-Caribbean 
Black-Other 
Chinese
Indian/Pakistani/Bangladeshi
White
Other (please specify)
4. Highest educational qualifications: (tick)
None
GCSE(s)/0-levels(s)/CSE(s)
A-level(s)
Diploma (HND,SRN, etc.) 
Degree
Postgraduate degree/diploma
5. Professional qualifications:
6. Professional association(s) currently accredited by:
7. Years in practice:
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8. Present job title:
9. Theoretical orientation:
10. Therapeutic setting in which you work:
11. Length of time spent working with the terminally ill (if you have spent various 
amounts of time working with the terminally ill in different contexts, please 
specify these periods and the relevant contexts):
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Appendix 5: Interview Schedule 
Introduction
Introduction o f the researcher and the nature and aims o f the research project, 
specifying that responses are requested in terms o f the participant’s work with clients 
facing terminal cancer. Remind the participant o f their right to withdraw from the 
interview at any point (without needing to give a reason), in which case the tape o f  
their interview will be erased. Explain confidentiality procedures and obtain signed 
consent to the tape-recording o f the interview. Bring attention to the personal nature 
o f some o f the interview material and address any questions from the interviewee.
Have the interviewee complete the background information questionnaire and explain 
the rationale for this -  that it is to show the people who will read the report something 
about the range o f people that I  have been speaking to. Explain that the information 
given will not be used to identify participants in any way and that i f  they do not wish 
to answer some o f the questions, then they do not have to.
(Begin tape recording)
My plan is that we will spend between one and one and a half hours together. I would 
like you to determine exactly how long we spend on this, so that you feel you have 
enough flexibility to be able to take your time when you need to.
Background of the therapist
1. I would like to begin by getting to know how you became involved in working 
with terminally ill clients and any particular influences on that. Can you tell 
me how you came to work in this area?
Training
2. Let’s move now to explore your training. Can you tell me about your training?
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(Prompt: Where were you originally trained? What (if any) theoretical 
orientation/client group did/do you specialise in? How did this come 
about/what drew you to that area?).
3. More specifically, can you tell me about the training you received for working 
with terminally ill clients and what this involved? What did you think of this 
training? (Prompt: in terms of your personal evaluation of it, your feelings 
about it, its usefulness, how it affected you).
4. How do you think your training for working with terminally ill clients has 
impacted on your work with these clients? (Prompt: in terms of how it may 
have influenced how you approach your work, whether you feel it has 
helped/hindered you, contributed to your awareness of issues terminally ill 
cHents may be facing).
Therapeutic work
5. I would now like to focus on your therapeutic work with terminally ill clients 
and explore your approach to it beyond how you feel your training has 
impacted on it. How would you say that you approach working with 
terminally ill chents? (Prompt: in terms of your thoughts, feelings, attitudes, 
beliefs and/or values. This may include personal and professional influences, 
for example what draws you to a particular model, why you think that model is 
well suited to this type of therapeutic work).
Personal perceptions of the therapist
6. As you are aware, I am interested in how therapists perceive their own death 
and mortality and how this might impact on their work. Can you tell me about 
your own views concerning your own death and mortality? (Prompt: In terms 
of your thoughts, feelings, beliefs and personal values about your own death 
and mortahty. What does death/mortality mean for you?).
V
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7. Can you tell me about what you consider to be the sources or influences on 
your views concerning your own death and mortality? (Prompt: these might 
include professional and personal theories and experiences as well as 
individual, family, societal, religious, spiritual and cultural factors. Interested 
in whether the participant considers there to be a relationship between 
reflections on their own death and mortahty and their personal values and 
beliefs, including how they approach questions of meaning. Do they see their 
views of their own death and mortahty as being connected or not to their 
personal values and beliefs and how. Do they express views concerning the 
direction of such a connection/relationship?).
Impact of therapist’s views concerning their own death and mortality on work 
with the terminally ill
8. Would you say that your views concerning your own death and mortahty have 
impacted on your work with terminally ill clients?
9. (If the answer to question 8. is no): Can you teU me about how you view your 
personal views of your own death and mortahty as not impacting on your work 
with terminally ih chents and your feelings about this? (Prompt: Does this 
happen on a conscious level, in that there are specific reasons why the two are 
kept separate or distinct, how do you understand this to be the case?)
10. (If the answer to question 8. is yes): Can you teh me about how your views 
concerning your own death and mortahty have impacted on your work with 
terminally ill clients? (Prompt: can you provide (an) example(s)?).
11. How do you view this [impact/absence of impact]? (Prompt: in terms of its 
(un)desirability: positive/neutral/negative; has this changed over time? If so, in 
what way?).
12. What issues (if any) have your views about your own death and mortahty 
given rise to in the therapeutic encounter? Can you perhaps give me an
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example? How did you approach [this/these] issues? (Prompt: these issues 
may relate to the therapeutic process, the client or the therapist and may 
involve challenges, have been of help or hindered the therapy or some aspect 
of it, such as the relationship, depending perhaps on how the issue was dealt 
with).
Impact of work with the terminally ill on the therapist’s views on their own death 
and mortality and self-reflection on those views
13. What impact (if at all) would you say that your work with terminally ill clients 
has had on your perceptions of your own death and mortality? (Prompt: For 
example, perhaps your work with terminally ill clients has changed the way 
you look at things?).
14. How do you feel about how you approach your own death and mortahty? 
(Prompt: Here I am interested in self-reflection and how you view your 
approach to your own death and mortahty and any thoughts you have about 
this. How participants feel about the degree to which and the processes 
through which they have addressed their own death and mortahty: may feel 
they have given it much or httle thought, worked through a number of issues 
or not, that it is a life-long endeavour or not and have different thoughts and 
feelings about how they negotiate existential questions, uncertainty or 
(depending on their beliefs) a sense of certainty. Views about own death and 
mortahty not necessarily static or fixed, I am asking about views On death and 
mortahty at specific point in time: may be changes in how viewed their death 
and mortahty in past and in future.)
Ending the interview
Those are all the questions I wanted to ask. Before we have our debriefing session, is 
there anything on this subject you would like to talk about which we have not already 
covered? (Switch off tape recorder)
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Reflecting on the interview experience
Before we end, I would like to spend some time reflecting on what it has been like for 
you to take part in this interview. We can take some time over this if you would hke. 
First of all, was there anything that you expected us to cover that you were surprised 
to see left out? (If yes: Can you tell me why you feel that this should have been part of 
our discussion?)
Were there any moments in the interview when you felt that I did not understand? (If 
yes: When did that happen in the interview? What was it that I did not seem to grasp?)
Has there been anythmg negative for you about domg this interview? (If participant 
seems upset, acknowledge this. Offer some unhurried time during which they are free 
to say in an unrestricted way how they are feeling and what issues, if any, the 
interview has raised. Do not expand on these but reflect back that I have heard and 
take them seriously and, when they are ready, look at what they can do to address their 
concerns. Indicate sources of support that I can help put the participant in touch with).
Has there been anything usefiil or valuable about doing this interview that you can, 
take away with you?
Is there anything else that you would like to add, or ask me?
Thank the participant for their help. Remind the participant of the confidentiality of 
the interview.
General prompts and probes to elicit further information
What makes you say that?
Could you say more about that, if you are comfortable?
Can you give me an example of that/what you mean?
How do you feel about that? How useful/helpful do you find that?
Why do you think that is? What makes you say that?
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Appendix 6: Sample Interview
I: We could start by perhaps you telling me what brought you to work in this
particular field, working with the terminally ill?
P: Right, I’ve worked for twenty years as a nurse, so, in nursing, so I’ve worked
with cancer patients all that time. Ah, I think what brought me into the counselling 
side was actually losing my own father...
I: Mm.
P: .. .and, and he died very quickly, ah, about three years after I’d qualified as, as
a nurse, um with an unknown primary, and he had secondaries. So, three, three 
months it took from when he had secondaries to when he died and I think it was at that 
point that, that I realised that both relatives and patients needed more than what I was 
offering as, as a nurse. I was probably, having said that, as a student nurse I did have 
an interest um, because at the end of the training you were asked to do a project and 
two of us actually looked at, um, the care of the terminally ill. So I already. I’d already 
had that interest anyway and that involved interviewing chaplains and medical social 
workers and kind of the support that was available, so I think I was probably half way 
there before having the personal experience of loss, yeah.
I: Thank you. And can we perhaps now move on to your training and telling me
a bit about your counselling training?
P: Ok. Um probably started way back in the eighties when we had, we actually
had a counsellor come and work for a year m the oncology department and during, 
before she started counselling she actually came along and um spent some time on the 
treatment units, um, as an orientation and we were, we got on very well, we were quite 
close. She’s actually made quite a lot of observations, that I’m, that I had skills in that 
direction and that we were developing. I started off just doing an introductory course 
at X College and I went on some years later and did the X skills and theory, and then 
we knew that we were working towards um setting the X Centre up and didn’t
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actually think it was going to be quite so big as it’s turned out (laughs) but um, but 
then I decided that I wanted to formalise those qualifications because at the time they 
were just to help me in the job that I was doing in nursing.
I: Mm.
P: I then did, wanted to go on and do a diploma course or a degree course and I
chose the humanistic um diploma again at X College in fact. I enjoyed the training 
immensely, it was lots of hard work, um, part of it involved my own personal 
counselling, um and I had to, to collect at least a hundred hours in client, chent hours 
which was supervised as well, and quite a lot of assignments and a portfolio that we 
had to put together, (laughs) So hard work but enjoyable.
I: Mm. You mentioned you went on to do the X course. I’m not sure?
P: Um, X, I don’t know what that’s again, there were two certificates, I think one
in CAT theory and one in counselling theoiy and I think that was, it was the X that ran 
it, so I don’t know (laughs) what that stands for now, something like X, something 
like that. So they, I think they accredited or moderated certainly those certificates, 
they were outside moderators coming in to look at the course.
I: So you were actually involved in setting up the X Centre?
P: Yes, yeah (smiles) right from the beginning, yes, it was uh, we met lots of
blocks along the way, I think, but I think the fact there were three of us was helpful 
because all of that time there was, if one of us was fed up with the, with the barriers 
being put in our way, um, usually the other two could manage to, or at least one of us 
could manage to keep seeing the positives so we kept going, yeah. Fighting ready for 
what patients and carers were asking for as much as anything. As well for the fact that 
there is a facility like this up here.
I: And um, have you had any training, um, in terms of specifically counselling
training working with terminally ill clients, as part of your training?
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P: Um, not so much so, I mean I, I’ve probably done the odd study day, study
weekend and we do run courses here for the counsellors, um, occasionally so I mean, 
we did one on sexuality and cancer recently but not specifically. I suppose some of the 
professional training I had as, as a nurse along with the general counselling training 
was helpful I think.
I: Mm.
P: Um, I don’t know what else I was going to go on to from there, (laughs) but
there we are.
I: Is there anything specific from that training be it from your nursing, your
nursing background that you found, um, helpfiil, that’s given you something in your 
work?
P: Um, I suppose, I suppose it’s existential theory, when I was doing the
humanistic counselling course. I found quite useful the fact that it was looking at life 
and death issues and meaning, because I think that, that comes a lot into the work for 
me that I do with patients now. Those things were, were useful. Some of the physical, 
um, know, knowing some of the medical background and, and, and physical 
symptoms that might be met as well was useful and I think nursing training does, I 
mean does look at emotions as well.
I: Mm.
P: So that was helpful too. We weren’t just looking at the organs and illnesses in
people. Um, we were encouraged to look at people as a whole person.
I: Mm. Can you say a bit more about the life and death issues, the training and
the meaning that you talked about.
P: Mm. I, I said the central issues in, in existential counselling, um, I suppose
contemplate, I mean without a cancer diagnosis, people contemplate life or, life and
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it’s meaning and death and, and, sometimes I think that when you do contemplate 
your own death, that is linked to living as well and, and the way that you live, and has 
a bearing on the way that you hve. I mean I often say, um, in supervision, that, I often 
think that cancer sometimes comes to clients as, as a wake up call. It may, it, it brings 
them face up with the fact that they may well die and that, that happens to all of us. I 
mean that is a fact for all of us, probably one which a lot of people choose to ignore 
and, and then having, having had to come face to face with it they start to look at, um, 
areas of their life, then that they may want to change and that those need to become, 
that, that life needs to become more fulfillmg.
I: Mm.
P: Sometimes that gets limited then of course, by the, by the fact that they’re,
they’re not well enough to do some of the things that they, they might like to.
I: Mm. And you, you talked about the connection between how death gives life
meaning, um. I’m just wondering if you could say more about that.
P: More about that (laughs loudly), gosh you’re making me work hard today.
Um, I mean I think you can take Hfe for granted and go, go along and it becomes a 
routine and maybe, you don’t fight hard, maybe I should speak for myself here as well 
(laughs). I, I, I don’t, I might not achieve something else that I want to achieve or fight 
hard for and I think, I think if I’m aware of my own mortahty, um it can actually make 
me look at getting more, getting more out of hfe and living a more satisfactory hfe, 
living for the moment.
I: Mm.
P: I think without (sighs), without losing sight of the fact, as well, that there are
practicalities within that.
I: And for you personally, you talked about a more satisfactory hfe. I’m
wondering what that means for you?
160
P: Um, I suppose going for things really, and um, something that, that I consider
to be important, um, instead of shelving it and, and putting it off, and putting it off and 
putting it off, to actually get on and take the chance and do, if it’s practical.
I: Living in the moment.
P: Mm, mm.
I: Ok, we’re going to come back to sort of how you view mortahty in a httle
while. Um, in terms of your, your work with terminally ill chents, if we move on from 
your training, um. I’d hke to know how you view, whether you bring something 
beyond your training that’s personal to you as a person? What you bring, how you 
approach the work and the therapeutic relationship?
P: Um, Yeah, I suppose, some of that, some of what I’ve just been saying really, I
think does come into the work and I think working humanistically I’m trying not to, to 
push somebody into, into my way of looking at things, but if the opportunity arises I 
suppose, um, and it does arise constantly, meaning constantly comes up, people look 
for meaning in their cancer. Um, you know, why it’s happening, what, what it means 
for them, that comes up without me bringing it up often but I think that does come in 
and I think hope, maybe I’m bringing hope sometimes where sometimes it doesn’t 
look like there’s a lot of hope. Um and I don’t think that’s unfounded either, it’s, it’s 
again, it’s about, it’s about looking at hving in the moment and not racing way ahead. 
So I wonder if some of that, I think that’s probably what I bring of me. Um, um we’re 
looking at work with patients rather than work with relatives?
I: Yes, work with patients.
P: Yeah ok. Um, I suppose from my own experience with, with my dad, um, the,
the chance to say what you want to say before he died really, making sure that, that 
those opportunities, that people are aware that there is an opportunity there to actually 
say what they want to say before death comes, comes along and, and things are left 
unsaid. I suppose Pm, you know, making sure, that there^s an element of choice. I’m
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very aware that I think, from my own experience things got left when dad died, and I 
think we did say some things but we didn’t say all of them, in fact, you know I think 
of all the time, that the issue is, it happened quickly, and the issue of, of his death was 
swept under the carpet. He did talk to me a little and he did have a very complicated 
life, and yeah. I, I think I make sure that people realise, I mean I suppose the one thing 
that cancer does give you, in general, is, is that chance to finish things off if you want 
to take it and it’s, it’s making sure that people are aware that, that the chance is there.
I: So it’s about giving people a choice, being aware that they have a choice in
general and whether or not they take it is their decision?
P: Yeah, yeah.
I: You, you talked about hope and, and my understanding was that it was about
hope in the here and now
P: Yeah.
I: And likely to be in the family.
P: Yeah, yeah, that’s what I meant really. Ah and I think, I mean I think there is
always realistically hope anyway because there are always people around that defy all
odds and we’ve had huge numbers of people in here, really, that have been, that have 
outlived the prognosis that they’ve been given, and I think somewhere around that is 
that they’ve become involved in, in their own care and things that they can do to help 
themselves um, as. I’m not sure it’s the things they’re doing but just the fact that 
they’re taking a part in, in, in their care and um, an active part, not just being 
prescribed a treatment, it’s, it’s in the things to actually make a difference to their life, 
to their quality of life. Um and I do think that that, that sort of thing keeps people, 
people going and we’ve had lots and lots of people as I say, that have completely 
outlived the prognosis. I think I’m thinking particularly of a woman who, who came 
here when we opened, um, before we opened in fact, I think it was breeze blocks in 
here so it’s five years ago and um, she had lung cancer, she was given six months and
162
she’s still here today and she’s, I mean she’s working and living, leading an active life 
and now countless other, other people too that have had the same thing, so I don’t 
think it’s anybody’s right to take hope away from a patient really, and I see what I can 
do to, um I’ve seen people told that they’ve got weeks or months to hve and they go 
very quickly having, having been told that. I think hope is incredibly important.
I: Mm. So perhaps there’s different types of hope.
P: Hope, yeah.
I: So there’s hope about living longer or not necessarily, the prognosis, their
prognosis not necessarily, um, being gospel, an oracle about what’s going to happen.
P: Gospel, yeah, yeah.
I: But also hope about quahty of life.
P: Yeah, that’s really important I think the hope about the quality of life and
being able to influence that in some way.
I: And can you tell me how you see quality of life, um, for someone who has got
a diagnosis, what that means for you?
P: Um, the symptoms being controlled in, in some way but I think some kind of
psychological, spiritual, a whole, whole kind of peace as well, um, and I think so often 
you hear, what I’ve seen is, is, that it may be couples or families will go through, um, 
an experience where, of illness and ultimate death and dying and they’ll go through it 
separately when actually they could go through it together. Um, I think that’s again, to 
know the opportunities are there to share and to go through it as a unit, um, or with 
other people, rather than say having to face deterioration and death alone, to actually 
be able to support each other. I suppose obviously I mean we do face death alone right 
at the end but, but I think that it’s possible to, up until that moment, to, to go through 
together as a family.
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I: I’m asking a lot about meaning because I don’t want to make assumptions
about what, what different words mean for each person I speak to, so I wanted to ask 
about what peace, you talked about quahty of hfe and someone finding peace?
P: Um, again I think making, making sure that things aren’t unfinished, there
aren’t unfinished issues around that haven’t been talked about and resolved to a 
degree, as far as you can go towards resolving. Um, I suppose acceptance, obviously, 
of the fact that at some point death is coming and in a way that sounds a contradiction 
to hope but I think it’s still possible to accept that death is coming and there still is 
hope.
I: Um, as you know, my research is mainly about how, how therapists and
counsellors view their own death and their own mortahty and perhaps you’ve already 
started to say something about that but perhaps you could teh me a bit more about 
how you view your own death and your own mortality?
P: Um, I suppose in this work I’m reminded every day that I’m not, um. I’m not
going to be here forever, so I think, this is a bit of a repeat really of some of what I’ve 
already said, that, that, you know, I try to hve life and take chances that, that come my 
way as much as I can. So I think I would use, yeah, the fact that I’m going to die at 
some point to enhance the way I live at the moment. I (sighs), I think I probably do 
have some fears and particularly about dying of cancer, yeah, having seen people 
struggle and work with that, I do. I have a quite a strong family history of cancer, I 
lost four grandparents and my parents so there is, and in all that two of them died after 
I’d gone into the career I’ve chosen and one I didn’t know. It was one grandparent that 
I knew of when I actually went into the career, it’s amazing (laughs) all the others that 
have gone along the way really since I’ve been working. Um, so that I think I am 
aware that, that, you know, that, at some point that’s going to come, that’s going to 
come to me too. I think that’s the way. It’s, it’s really, I can use it to, to a positive 
advantage in that I can, um, not sit tight and, and take life for granted but um, live life 
as fully as possible.
I: You mentioned earlier taking chances? *
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P: Um, opportunities maybe I meant. Um I mean opportunities are things that I
would like to do, to actually take those if it’s practical with all the (laughs) constraints 
of life with, with a family and two, two children. And a husband to consider as well, 
but you know, I think as much as is practical and, um, within compromise with the 
other family members, to do the things that I want to do, to make sure that I do things 
that I want to do.
I: It’s about you making choices.
P: Yeah.
I: Conscious choices about what you want to do.
P: Yeah. And not sitting back and ignoring things I’m unhappy about. Actually
thinking of them and discussing them and seeing if there’s something that can be done 
about them.
I: It’s perhaps also about change?
P: Yeah, yeah and voicing feelings and concerns, yeah. And I think that actually
that’s probably, I think I’ve been more aware of that since the counselling training and 
I probably will reflect that back and the silences and the measures you can take, take 
opportunities that came my way. The counselling training has probably made me 
really look at that, along with, um, actually that was the time also I was working with 
people that were facing their deaths. Certainly when I started the diploma course and 
looked at those issues, it made me think really about my own, my own mortality and, 
and my own Hfe.
I: And do you have any, any position, or any beliefs about what happens when
you die?
P: Um, I’d have to stay I’d probably call myself agnostic, um. I was actually
brought up to beheve in God. I went to the Methodist Sunday school for quite a few
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years. Um, I’m not sure that that was my belief, that I was sent there. I probably have 
Christian values I would think in that I, in that I, you know, I am looking. I’m not just 
out for me. I’m looking out for other people too. Um, as for life after death, I think I 
would, I prefer to see it almost as, people that you make contact with or that I make 
contact with touched me in some way, something about them touches me in some way 
and if they die, that, that stays with me in some way and I think that’s how I see after 
somebody’s death, is, is that, I suppose spirituality in some way, I think, the word 
spirituality has different interpretations, that, that, that, we interact with people, I 
suppose looking at our relationships, that we interact with people and something 
special rubs off and that stays with you. Stays with me (smües) after, after that 
person’s died. And I mean, with my father, the very special thing we used to do 
together was sing and play the guitar. I suppose I take that on now as something, the 
shared love I think.
I: What would you say are the sources or influences on how you view your own
death and mortality?
P: I’m not sure actually where they come fi-om (laughs). I don’t think they are, I
don’t think they’re part of the kind of Christian upbringing that I had. Maybe, perhaps 
something of the work that I’ve done is in my own counselling really, um, trying to 
think about, um, what, what was, what was left after somebody had died. I suppose 
looking at bereavement work, my own bereavement work with my dad. Um, this kind 
of, the counselling clarified that and I suppose, in a way I threw out quite a lot of, a lot 
of values that weren’t mine, they were other people’s values, at that point I seriously 
started looking at what involved me and who was I, um, and we actually did a who am 
I project on the counselling course and that, that was fascinating. I suppose that when 
I started really looking at spirituality and what that meant as opposed to, I think at 
some point I think I got it all mixed up with religion, um, and it was separated I 
suppose. Maybe, um, existential psychotherapy, psychology, those kind of, Yalom, 
they probably influenced me to a degree as well and a bit, I haven’t read the whole 
book but I dipped in and out of as well is the Tibetan book of living and dying.
I: Mm.
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P: That made sense to me, so maybe there is something that’s kind of Buddhist
philosophy behind that. I’ve never really read deeply into that, just bits that I’ve read 
out of that book seemed to make a lot of sense, particularly the bit about keeping, 
keeping death to the forefront to hve life to the full.
I: Um, I’m wondering if you see there being any impact or not, of your own
views about your own death and your own mortality on your work and your 
relationship with clients that are dying?
P: Um, yeah, I think there are. Again I hope not to push somebody into my own
way of thinking at all but I suppose to point it out as well as the choices along the 
way. That death can be used positively to influence life that’s left and I think also, um, 
I have worked with people before that have had no religious belief. I think if people 
have a religious belief I would never question that and if they believe in life after 
death that’s absolutely fine. I just see things slightly differently, I suppose I, yeah, I 
suppose my hope is that, that something of me touches other people and if I die that 
will, that wiU stay with them but that, that whole way of thinking can be explored with 
the chent if it arises and they bring that to the surface. And hope I think, the fact that I 
view hope as necessary, to try and bring that in in some way to the work that I do, but 
allowing them to explore hopelessness as well.
I: So it sounds as though, how you view your death and your mortahty affects
perhaps your values, or how, how you approach working with a chent, in that you 
wouldn’t, you wouldn’t guide them or directively talk about your own views.
P: No, but I think it comes in, I mean the fact that my values come into my work,
however careful you are (laughs) to try not to bring those across, I think they do, I 
think they will come across. That’s obviously something I would look at in 
supervision as well.
I: And how do you view, stepping back from perceiving an impact on your work,
how do you view that?
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P; Sorry, can you repeat your question?
I: Sort of, you said that you think that your values do come into your work and
that your way of looking at life and death also comes into your work. I’m wondering 
what you think of that?
P: Um, I do think it’s important that a part of me is in there actually, otherwise, I-
thou wise there wouldn’t be would there, if some of me didn’t come into that. Um, I 
suppose what I would hope is that I wasn’t going to influence the way that the 
counselling session goes, that I left the direction to come mostly firom where the client 
wants to be, but I have to be in there, I can’t disappear (laughs) and I wouldn’t want 
to.
I: So it’s I suppose recognising your part in the relationship.
Yes.
I: Bringing yourself into the relationship, but while being open to where the
chent is.
P: Yeah and who they are. Yeah, yeah, yeah.
I: Being, being with someone I suppose, it not bemg only them, it not being only
you.
P: Yeah, being in there together.
I: And um, my next question is about whether there’ve been any, whether how
you feel about your death and your mortahty and your working with someone, your 
relationships with chents, whether that has ever brought up any issues?
P: I’m sure it has (laughs). I’m trying to think what they’d be really. Um, yes, yes
it definitely has. I mean working with people of a similar age to myself, who have
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young children I think, that’s really made me look at, at how that would be for me, um 
leaving two young children behind. And that, that has been quite painful work to do 
with people. Um, how I would say goodbye, I suppose, I mean that comes up lots and 
I have actually written letters with a girl who was actually younger than myself saying 
goodbye to her parents and her sisters and that was tough too because it does, it brings 
you face to face with, with, you do, having to think for myself. Um, maybe something 
about, um, things that were unfinished with that I’ve just left. I hope, you always 
hope, or I always hope, I think that, that I have dealt with those things, but I think each 
time they come up there’s maybe a little more that, that also surfaces for me that 
perhaps I haven’t dealt with so that I look at that again. I mean I have the opportunity 
to do that in supervision and I wouldn’t hesitate if I wanted to, to actually go back into 
counselling again as well. I’m quite happy to do that again too.
I: So it sounds as though at times when you’ve identified with someone you’re
working with, it has perhaps brought up some o f your own difficulties...
P: Yeah.
I: .. .but the way you’ve worked with that or one way is taking it to supervision,
P: Yeah.
I: .. .thinking about it with someone.
P: Yeah. I mean I am, I do reflect on the sessions that I have and in fact I take
notes. I will always look at and make observations about myself as well as the client 
and what’s happening between us as well as the issues that they bring. So I will 
always make sure I do that and the few observations of myself I will take to 
supervision and (laughs) I get challenged frequently in supervision. I mean it’s a 
learning curve about that and how it is for me as well as obviously the work with the 
chent.
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I: Is there anything else you want to add about the issues it’s brought up or is that
all you wanted to say?
P: I think that’s mostly it. Yeah, I mean it does. I’ve said before, that it does bring
me face to face with what, you know, what if that happens to me. And, um and how 
that would be. It does sometimes mean contemplating my own death and would that 
be in the same way or something completely different.
I; In the same way?
P: I mean, whether it be from cancer or whether it be from walking under a bus
(laughs) or, um, yeah, any of those things that can happen, heart disease.
I: Um, what impact, if any, do you feel that your, your work with cancer patients
has had on how you view your own death and mortality?
P: Um, (pause) I mean I suppose that is one of the things, really, that has made
me really look at taking opportunities and seizing the moment. Seizing the moment I 
think as well as the existential side of psychology etcetera. Actually working, working 
with cancer patients does make me look at appreciating life and getting the most out 
of hfe within the constraints of family (laughs). Yeah, yeah. Is probably the biggest 
thing and I think being open and talking things through with people close to me. 
Making sure that my husband and my sons know that they’re loved, um, and saying 
the things that I want to say to them, whether those be positive or whether they be 
things that I’m cheesed off (laughs) about too I suppose. I just, it has made me look at 
things.
I: I’ve got one more question.
P: (Laughs).
I: And it’s another kind of reflecting on yourself question and that is sort of
stepping back and looking at how you view how you viev? mortality and death?
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P: I’m not quite sure what?
I: It’s a difficult question. You told me about your views about your mortality
and your views about your own death and it’s kind of you looking at how you view it, 
if you’ve got any thoughts on it?
P: I, I think it’s important that, in the field that I’m working in, to, to be able to
step back and look and I mean I think it is something that does come up in supervision 
from time to time. Yeah, it is important that it comes up and that I am aware of some 
of those, some of the ways that I look at things and how that might then influence 
work with the client and whether that’s good practice or not. Um, yeah.
I: So, it’s valuing yourself?
P: Yeah, yeah. Self analysis is key to counselling. Often, you know, you try to,
promoting clients and I think you have to practise what you preach.
I: Those are aU the questions I had but um, before I switch off the tape and we
have our debriefing session, is there anything that we haven’t covered that you would 
like to add?
P: I don’t think so. Um, I can’t think of anything off the top of my head.
(End of tape.)
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Appendix 7: Reflections on the Use of Self
In seeking to identify potential participants, I had a number of eligibility criteria, 
which it soon became clear were inappropriate. I felt disheartened when a number of 
hospices and other organisations responded saying that, although they thought the 
research was valuable and interesting, they could not take part because potential 
participants were not BPS or UKCP accredited. I discovered that those working in a 
counselling capacity with people dying from terminal cancer tended to be counsellors 
or social workers with counselling training in hospice settings. I was then struck by 
one participant’s comment that a number of fellow professionals were referring clients 
to him saying that they did not know how to ‘work with cancer’. His interpretation of 
this was that their difficulty was not so much ‘being able to work with cancer’ but 
being able to think about their own issues around mortahty and death. It made me 
think about what a potentially ‘specialised’ area working with terminal cancer seemed 
to be and how it seemed largely confined to the work done within hospices.
The notion of this area being ‘specialised’ made me question my own ‘knowledge’ or 
right to speak in seeking to research this area. I became aware of my own anxiety 
before conducting the first interviews. What were my views on my death and 
mortality? What did I think and feel about it? In turning these questions over in my 
mind, I became aware that I did not ‘know’ how I felt, what I believed and certainly 
not how I would feel working with dying clients, what it would be like for them and 
what it would be like for me. This, it transpired, seemed to parallel what a number of 
participants felt about their mortality, death and their work with dying clients.
Before conducting the first interview, I was aware of the very sensitive and personal 
nature of my research and wondered how it would be for a participant sharing their 
thoughts and feehngs about their death with a complete stranger who was conducting 
research. I was conscious of how important it would be to give them time, tiy to put 
them at their ease, let them get a feel for what I was hke and whether they felt they 
might be able to trust me, before launching in with my big question: ‘How do you feel 
about your death?’ In fact my own difficulty asking this question was reflected in the 
first interview and m my original interview schedule, whereby I asked about
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‘mortality’ rather than ‘death’ throughout. I think this might reflect another parallel 
process, in the sense that I was perhaps unconsciously avoiding something difficult: 
naming death and talking about it. I felt uncomfortable asking so much of my 
participants, but in fact it was probably more to do with my own discomfort with 
death and addressing it. Fortunately, I reflected on this with my participant after the 
first interview and consequently made sure that from then on I asked about death as 
well as mortality.
There seemed to be a number of other parallel processes. I felt I identified with 
participants, perhaps in a similar way to how they identify with their clients. A 
number of them got upset during the interviews when discussing how identifying with 
their clients had triggered their own experiences of loss. I too found myself identifying 
with participants during the interviews, their experiences of loss but also the 
difficulties they experienced in facing their own death and being with the pain and 
suffering of their clients. I realised that, for some, it was a strange experience to be 
talking about themselves and feeling upset in their therapy rooms and that although it 
was important for me to try to be containing, it was not therapy. I tried in these 
situations to give participants space and choices about what they might want to do, 
whether they wanted to stop the interview, have a break or continue.
The interviews felt like a journey with me wanting on the one hand to be guided by 
participants, to accompany them on their journey, but also having my agenda, my 
goals, expectations and assumptions about what might be relevant and important in 
what we discussed. I was very aware of how important it was to build up a 
relationship with them and that our time together was limited, just as their time with 
their dying clients inevitably is.
I felt that I leamt a lot from the interviews and found them extremely enriching. Once 
again paralleling what participants spoke of, I was struck by how much they gave me. 
I suppose I had given them a space in which to reflect on my questions and a number 
of them said they found that helpful but it felt as though they had given me a lot more 
than I had given them.
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I noticed there was quite a lot of laughter in the interviews and in one way or another 
several participants made passing references to sex. It made me think about whether 
there might be an unconscious pull to make light of what we discussed or to 
counterbalance our talk of death with life-affirming references to sex. There also 
seemed to be anxiety in the room with participants being concerned about how they 
came across and whether their views echoed those of others. This may have been part 
of normal interview anxiety but I wondered to what extent fiirther anxiety was 
triggered by the personal nature of the interviews and our ‘death talk’. This could in 
part relate to the stigma and taboo around death within our culture but also 
participants’ and my own individual death anxiety.
In hearing participants talk about clients ‘knowing’ how far participants were willing 
to go, I pondered about them knowing how far I was prepared to go and the extent to 
which my own fears, anxieties, discomfort and unconscious desire to avoid being with 
painful material, was impacting on what they shared with me.
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THEORISING THE IMPACT OF THERAPISTS’ HOPE AND HOPELESSNESS 
ON THE THERAPEUTIC ENCOUNTER WITH BEREAVED CLIENTS:
A GROUNDED ANALYSIS
Abstract
This study investigates the ways in which therapists’ hope and hopelessness impact on 
the therapeutic encounter with bereaved clients. In-depth interviews were carried out 
with ten participants experienced in working with bereaved clients. Data were 
analysed using grounded theory and the analysis resulted in the construction of a 
theoretical model of the impact of therapists’ hope and hopelessness on the therapeutic 
encounter with bereaved clients. Central to the model are the interpersonal and 
intrapersonal processes whereby therapists delicately balance hope and hopelessness 
by tolerating and surviving clients’ hopelessness whilst simultaneously holding hope 
for them and clients pass through a dialectical process of needing to experience 
hopelessness before experiencing a wider hope for life. In addition, the reciprocal 
relationship between therapist and client is viewed as pivotal to the therapeutic 
process and the differing ways in which therapists’ hope and hopelessness impact on 
the therapeutic encounter are examined. Whilst the theorising produced by this study 
should be seen as specific to the participants, it is hoped that this study will become 
part of an expanding knowledge base from which therapists can inform their practice 
with bereaved cKents.
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Introduction
The impact of therapists’ hope and hopelessness on the therapeutic encounter in the 
context of bereavement would seem an important area to investigate given the salience 
of hope during times of loss (Menninger, 1959; McGee & Clark, 1984). Bereavement 
is seen as one of the most profound losses and most significant negative life events 
(Holmes & Rahe, 1967). Although bereavement gives rise to a diverse and highly 
individualised range of emotional responses, the individual’s loss of hope is a 
consistent theme in the literature (Kubler-Ross, 1970; Leick and Davidsen-Nielsen, 
1987; Herth, 1990; Harvey et al., 1992).
Grieving has been described by various authors as a process (Kubler-Ross, 1970; 
Raphael, 1982; DiGiulio, 1992; Morgan, 1994) leading eventually to a sense of 
acceptance and peace whereby the bereaved person is able to think of the deceased 
without pain and can reinvest their emotions back into life and in the living (Worden, 
1988). Worden (1988) stresses that remembering without pain does not mean 
remembering without sadness but that it lacks the ‘wrenching quality’ it previously 
had.
Those individuals who experience difficulties progressing through the process of grief 
sometimes become stuck in the pain, unable to move beyond a certain point. 
Individuals struggling to move through the process of grief have been understood as 
experiencing difficulties with certain tasks of grief (Leick & Davidsen-Nielsen, 1987; 
Worden, 1988; Crow, 1991; DiGiulio, 1992; Morgan, 1994). Carter’s (1989) summary 
of the experiences of bereaved individuals who felt stuck in time, overpowered and 
helpless revealed that these feelings led some individuals to despair and in some cases 
to suicidal ideation. Those individuals who appear to become stuck in the grieving 
process have been understood as experiencing a complicated grief reaction (Worden, 
1988). Given that what is understood as a ‘completed bereavement process’ (when a 
person is able to think of the deceased without pain) seems related to the re-emergence 
of hope (Kubler-Ross, 1970; Parkes, 1972; Parkes and Weiss, 1983; Worden, 1988; 
Herth, 1990) and a ‘complicated bereavement process’ seems bound up with
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continued hopelessness (Cutcliffe, 1998), there seems to be an implicit relationship 
between bereavement and hope and hopelessness.
It was the apparently inextricable link between a person’s movement towards a 
completed bereavement and the re-emergence of hope that prompted Cutcliffe (2004) 
to develop the theoiy of the inspiration of hope in bereavement counselling. Cutcliffe 
found three phases to the process of hope inspiration which he called ‘forging the 
connection and the relationship’, ‘facilitating a cathartic release’ and ‘experiencing a 
healthy (good) ending’. He also drew attention to the salience of the bereavement 
therapist’s role in the process of inspiring hope. Cutcliffe found that therapists are 
responsible for bringing hope into the therapy by implicitly projecting hope into both 
the counselling ‘atmosphere’ and the client. Cutcliffe posited that his theory builds on 
the central tenets of Rogerian theory, adding hope as another necessary and sufficient 
core condition in bereavement counselling. He found that the essence of hope 
inspiration seems to reside in the caring, interpersonal relationship and that, as 
therapists’ hope is vital to the inspiration of hope, it is incumbent on practitioners to 
maintain their hope levels. He also suggested that practitioners are themselves the 
most powerful ‘tools’ at their disposal in the process of hope inspiration.
Although lying outside the confines of the bereavement context, other research on the 
role of hope and hopelessness in the therapeutic encounter has shed light on the role of 
the therapist in working with these emotions. How therapists respond to their clients’ 
hopelessness is thought to have a significant impact on their clients’ ability and 
motivation to overcome it (Adler, 1972; Brandchafi, 1988; Omstein, 1988).-Ruvelson 
(1990) proposed that dealing with a client’s intractable hopelessness requires a 
therapist to delicately balance accurate empathy for the client’s despair and a sincere 
but not necessarily spoken conviction in their ability to improve. She stressed the 
importance of the therapist’s ability to come into contact with but not become 
overwhelmed by or oblivious to their own capacity to experience sadness and grief. 
Therefore the therapist’s willingness to simultaneously believe in the client’s suffering 
as well as their capacity to overcome it were seen as requisites for making hope and its 
maintenance an attainable goal in therapy.
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Schechter (1999) also depicted ongoing hope as the product of a delicate balance 
between a therapist’s tolerance for the tragic in life and the expectations of positive 
treatment outcome. Schechter suggested that hope is constructed in an intrapsychic 
space between the therapist’s longmgs/fears and thoughts and that it gains its 
language, form and substance from the integration of personal experience, client work 
and theory.
Given the salience to therapeutic outcome of clients’ hope and hopelessness in the 
bereavement context and of the potential impact of therapists’ hope and hopelessness 
on the therapeutic encounter, this would seem an important area for research. The 
present study sought to explore qualitatively, using grounded theory, the reported 
impact of a group of therapists’ hope and hopelessness on the therapeutic encounter 
with bereaved clients. Grounded theory, with its aim of generating new localised 
theory on topics on which theorising is absent or incomplete, seems most appropriate 
given the relatively uncharted nature of the research topic and the lack of any theory 
highlighting how both therapists’ hope and hopelessness might impact on the 
therapeutic encounter with bereaved clients (Glaser & Strauss, 1967; Henwood & 
Pidgeon, 1992; Pidgeon and Henwood, 1996; Charmaz, 2003). Participants were 
constructed as ‘key informants’ (Gilchrist, 1991), possessing special knowledge, 
status or communication skills and who had access to perspectives and observations 
denied the researcher (Goetz & LeCompte, 1984), to enable the creation of a model 
that reflects possibilities for best practice in the bereavement context.
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Method
Participants
The study’s eligibility criteria were that participants should be counsellors for Cruse 
Bereavement Care (a national organisation providing information, advice, support and 
counselling to bereaved people) or should be currently accredited or eligible for 
accreditation (self-reported) with the British Association for Counselling and 
Psychotherapy, the British Psychological Society’s Divisions of Clinical or 
Counselling Psychology or the United Kingdom Council for Psychotherapy, have 
experienced working with at least one bereaved client for a minimum of one year and 
consider therapists’ hope and hopelessness to have been salient to the therapeutic 
encounter within this context. Participants were recruited through bereavement 
counselling organisations as well as through professional contacts of the researcher.
Theoretical sampling was implemented (Glaser and Strauss, 1967) once six therapists 
were recruited. This involved considering the emerging analysis of the collected data 
and identifying individuals who might have different perspectives on the research 
topic from those already interviewed. At this point all the participants but one were 
female and none of them were psychodynamic in theoretical orientation and therefore 
more male participants and therapists of psychodynamic orientation were sought. Ten 
participants were recruited in total.
Procedure
Before interviewing began, ethical approval was obtained from the University of 
Surrey’s Ethics Committee (See Appendix 1). Participants were provided with an 
information sheet (Appendix 2), a background information questionnaire (Appendix 
3) and given a consent form (Appendix 4) to sign once they have been fully informed 
of the nature of the study, their right to withdraw their consent at any time and details 
of confidentiality including the safeguarding of their anonymity (McLeod, 1994). 
Participants were asked to sign the consent form and complete the background 
information questionnaire before the interview began.
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A semi-structured interview schedule (Appendix 5) was administered, consisting of 
open-ended questions, which explored the impact of participants’ hope and 
hopelessness on the therapeutic encounter with bereaved clients. In specific terms, the 
schedule sought to cover, within the bereavement context, the subjective meaning of 
hope and hopelessness to therapists; how they respond to and work with clients’ hope 
and hopelessness; how they perceive their own hope and hopelessness to impact on 
the therapeutic encounter; and their perceptions concerning the (un)desirability of 
such impact.
The interview schedule was non-directive so as to facilitate obtaining rich, qualitative 
data that were reflective of participants’ experiences in keeping with Grounded 
Theory (see Appendix 6 for sample interview transcript). This open-ended and non- 
directive approach sought to provide considerable scope for participants to influence 
the direction of the interview. The interview schedule was piloted with two therapists 
to assess its suitability to the research aims. Given that only minor adjustments were 
made to the schedule subsequently, these interviews were included in the research.
Ethical Considerations
An informal (not taped) debriefing session was held at the end of each interview, 
enabling participants to express how they experienced the interviews including any 
distress the research might have caused them. The researcher sought to provide a safe 
space in which participants might feel contained in expressing any difficulties they 
might have experienced. The fact that participants were therapists meant that they 
were also familiar with therapeutic resources and were receiving supervision for their 
practice in their workplaces. Participants were offered a copy of the research report 
when it was completed.
Analytic strategy
To safeguard participant confidentiality, transcripts were number coded and all 
identifying information was removed fi’om them. They were then analysed according
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to the principles of Grounded Theory (Glaser & Strauss, 1967; Henwood & Pidgeon, 
1992; Pidgeon and Henwood, 1996; Charmaz, 2003), which aims to generate theory 
through close and systematic inspection of the data so that it is grounded in the 
participants’ experiences and closely reflects their own understandings.
Interviews were transcribed so that individual segments of text could be analysed to 
establish categories, concepts or labels that accounted for the phenomena of 
importance in each particular extract. Category labels were established which 
facilitated the synthesizing, explaining and categorising of the data. Through 
continued analysis of the data, categories were altered, split, amalgamated and linked 
until the different categories became saturated (when no new examples were being 
produced that could add further richness or diversity to the category) (See Appendix 7 
for a history of category cards for two core categories). When a final set of saturated 
categories was produced, a detailed definition of each category was written, which 
summarised the commonalities between the data extracts that constituted the category. 
At this point, a diagrammatic representation of the categories was created which 
included the links between the categories (see Figure I). By establishing links 
between different categories and between the categories and existing work relevant to 
the research topic (Glaser & Strauss, 1967), a localised theory of best practice that was 
grounded in the data was developed which was specific to the phenomenon of the 
impact of therapists’ hope and hopelessness on the therapeutic encounter with 
bereaved clients, thus providing a framework for making predictions in this domain 
(Charmaz, 1990).
In order to carry out theoretical sampling whereby recurrent themes or issues in the 
data be allowed to influence to an extent the direction of subsequent data collection 
(Charmaz, 1990), the process of analysing data began as soon as one interview was 
conducted and transcribed. Those themes and categories which appeared central and 
salient to the development of a theory of how therapists’ hope and hopelessness 
impact on the therapeutic encounter with bereaved clients were the focus of the 
interpretation of the results and final conclusions.
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Evaluation o f research
Grounded theory inevitably involves the researcher as an active interpreter 'who brings 
their interpretative framework to bear on the analysis, even whilst striving to ensure 
that interpretations are grounded in the data (see Appendix 8 - Reflections on the use 
of self, for details of the researcher’s interpretative framework). The subjectivity 
involved m this approach renders traditional evaluative criteria for research (such as 
reliability and vahdity) inappropriate as they are based on assumptions of researcher 
objectivity and disengagement from the analytic process (Henwood & Pidgeon, 1992). 
Alternative criteria, more suitable to the evaluation of qualitative research, include 
facilitating an appraisal of the fit between the data and the researcher’s understanding 
of them by “grounding in examples” and “owning one’s perspective” (Elliott, Fischer 
& Rennie, 1999). In this research, as far as possible, interpretations are accompanied 
by relevant quotations to render the interpretative process transparent and facilitate 
evaluation by the reader (Yardley, 2000).
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Analysis^
Background information
There were six female and four male participants, with an age range of 27-79 years 
(mean = 55.3, SD = 15.96); all were white. There were four counsellors, three 
psychotherapists, two clinical psychologists and one consultant psychiatrist in 
psychotherapy. Participants currently worked in private practice (n = 3), bereavement 
counselling organisations (n = 3), the NHS (n = 3) (including one acute cancer 
service) and a student counselling service (n = 1). The length of time for which 
participants had been working with bereaved clients as part of a general caseload or in 
a specialised bereavement service ranged from 1 year to 32 years (mean = 17.4, SD = 
8.82). Participants’ theoretical orientations were integrative (n = 3), psychodynamic (n 
= 3), person-centred (n = 3) and cognitive-behavioural (n = 1).
The analysis of the data resulted in the construction of a theoretical model of the 
impact of therapists’ hope and hopelessness on the therapeutic encounter with 
bereaved clients. Figure F provides a summary diagrammatic representation of how 
the interlinking categories relate to one another to form the theoretical model.
' Throughout the analysis, empty square brackets within quotations indicate where material has been 
omitted. Information appearing within square brackets has been added for clarificatory purposes.
 ^ In the diagrammatic representation, all arrows indicate a directional causal relationship (inferred from 
the data).
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Figure I: Diagrammatic representation of findings on the impact of therapists’ 
hope and hopelessness on the therapeutic encounter
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Salience of hope and hopelessness in bereavement work
The analysis begins by looking at the role of hope and hopelessness in the context of 
bereavement work. Most participants spoke of the centrahty of both hopelessness and 
hope in this context:
Many people who come for bereavement counselling are hopeless. They feel 
this is the end of the world. (Nadia)
There’s a tremendous amount of hope in bereavement counselling because I do 
believe that given the right support and care, that people will eventually move 
through the grieving process and finish up in a place where they can start some 
sort of new hfe for themselves. (David)
In order to get a sense of how hope and hopelessness relate to bereaved work, it was 
vital to elucidate what these words meant to the participants within this particular 
context.
Meaning o f hopelessness
Hopelessness was defined in differing ways, although a recurring theme was that of 
life losing its value for the bereaved person:
Hopelessness 1 suppose is that people just cannot see a life that will be worth 
living. (Nadia)
The metaphor of hopelessness as blindness came up in many interviews, suggesting 
that -  in the words of one participant -  in feeling hopeless we lose our ‘vision’ and 
lose sight of the ‘bigger picture’. In addition participants reported an emotional 
discomfort and fear attached to feelings of hopelessness which were linked to a sense 
of ‘stuckness’ or inability to move out of feelings of pain and grief:
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Hopelessness is a really scary word for me -  this awful feeling that one is sort 
of stuck in the pain and the grief and it just ain’t going to move. (David)
Many participants associated hopelessness with suicidal feelings, highlighting the 
gravity and power of hopelessness. David described how a client whose wife had died 
killed himself because he could not bear the thought of his feelings of hopelessness 
continuing:
It was the sense of hopelessness that he wouldn’t be able to continue to live a 
life which would give him any degree of well-being that made him do the 
ultimate and take his own life because he couldn’t bear the thought of 
continuing this hopelessness.
Meaning o f hope
Many participants described their sense of hope in ways that were converse to their 
understanding of hopelessness:
My hope with clients is that they will get to the point of feeling that life is 
worth living. (Nadia)
Many participants linked a sense of hope with ‘moving forward’, although what this 
entailed seemed nebulous and diverse, varying according to the individual client. 
Jasmin saw moving forw^d in a very fluid way, which could include changes in the 
therapeutic relationship and the possibility of laughter and humour which in 
themselves could give rise to a sense of hope:
Moving forward means very different things to different people and [ ] is about 
something much more ill-defined [ ], much more fluid [ ] including changes in 
the quality of the therapeutic relationship, including a space to laugh a bit, 
where there’s been tremendous depression and a sense of hopelessness. 
Actually that’s a way of injecting a little bit of humour in the work and 
instilling some hope.
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The analysis unearthed a discrepancy between what therapists and clients hoped for, 
creating a possible tension or mismatch between them and their implicit agendas in 
the therapy. Clients were described as often hoping at some level for something that 
therapists were incapable of giving them, namely being reunited with the person who 
had died, whilst participants said that they hoped that their clients might begin to 
experience a wider hope for hfe without the person who died:
Most bereaved people, their hope would be that the dead person comes back 
again [ ] and it would be distressing for them to think that hope could have any 
other feeling or form. [ ] 1 was trying to move her on to a different kind of 
hope without [ ] her son, [ ] and she wasn’t ready to hope without that. [ ] She 
wasn’t at that place that she could move on to a wider hope for life. (Lara)
Relationship between hope and hopelessness
Having looked at participants’ understanding of hope and hopelessness separately, it is 
important to draw attention to how many participants spoke of the intricate 
relationship between hope and hopelessness. Some referred to the relationship in 
terms of the delicate balance they tried to maintain between staying with their client’s 
hopelessness whilst simultaneously holding hope for them. Nadia expressed this is 
metaphorical terms:
It’s a very delicate balance really. [ ] Many people who come for bereavement 
counselling are hopeless [ ] and it’s for me to hold on to my knowledge that 
there is hfe for people after the most grievous experiences. [ ] Although I stay 
with the pain. I’m not stuck to that. It’s like I’m still on the bank: they may be 
in the water. I’m on the bank [ ] or sometimes I’m in the water with them but I 
know where the bank is.
Therefore, as Nadia suggests, it would seem possible for therapists to hold what have 
at times been described as conflicting emotions -  being in the water (hopelessness) 
but knowing where the bank is (hope). Participants’ references to the delicate balance 
between hope and hopelessness echo Ruvelson’s (1990) view of the need delicately to
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balance empathy for the client’s despair and the therapist’s belief in their ability to 
improve.
Some participants spoke of the relationship between hope and hopelessness in terms 
of a dialectical process, with true hope being experienced only after having gone 
through despair, which might at first glance appear contradictory to an understanding 
of the relationship in terms of a delicate balance:
The only hope worth having is the hope on the other side of despair. (Tom)
However, it became clear that participants were differentiating between their own 
experiences of hope and hopelessness in the therapeutic relationship and those of their 
chents as part of the grieving process. They seemed to perceive their clients’ 
experiences of hope and hopelessness in terms of a dialectic process whereby it was 
important for the chent’s painful feelings, including those of hopelessness, to reach a 
point of saturation before they could move on to something else, in this context hope 
(‘the hope on the other side of despair’):
The most painful feeling, [ ] if you let it really get to saturation point instead of 
being cut off before it gets to that point, then you do move on to something 
else. [ ] Only if you can really experience pain can you experience joy. You 
have a tree, the sun is shiniug on one side and shade on the other, it makes you 
aware of the sun -  something like that. (Nadia)
The need for clients to access their pain in order to get in touch with authentic feelings 
of hope is supported by CutcHffe’s (2004) depiction of this as a cathartic process 
which facilitates not only intense relief through the discharge of painful emotions but 
also enables the bereaved client to contemplate a hopeful future.
Working with hopelessness
Given that participants stressed the need for clients to access feelings of hopelessness 
first, the analysis is structured in such a way that it begins with how therapists work
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with hopelessness, differentiating between clients’ and therapists’ hopelessness, 
before moving on to analysing how therapists work with hope. However, this structure 
does not suggest that these two emotions are worked with separately and the reader is 
reminded of the delicate balance between the two which the therapist strives to foster.
Tolerating and surviving clients^ hopelessness
Some participants emphasised the difficulty in becoming aware of their feelings of 
hopelessness and the need to do so in order to be able to work on the hopelessness. In 
particular, an important part of the process seemed to be differentiating their clients’ 
feelings of hopelessness from their own and being able to come out of ‘the grip of 
hopelessness’ so as to understand their clients’ feelings and begin to work on them:
At times you’re not quite aware. It sort of takes over so you take on a different 
view of the world [ ]. It’s only when you come out of it that you can look back 
and think ‘I was in the grip of feelings of hopelessness’. [ ] I was then able to 
understand that quite a lot of the hopelessness was her feelings of hopelessness 
and able to do some work on that. (Mark)
The difficulties inherent in becoming aware of hopelessness were reminiscent of the 
metaphor of hopelessness as blindness and losing sight of the bigger picture. Many 
participants stated that, once they had become aware of their clients’ hopelessness, it 
was paramount to allow it to be expressed:
Hopelessness has to be faced, [ ] talked about, shared and expressed. (Sonia)
Allowing expression of the client’s hopelessness once again echoes Cutcliffe’s (2004) 
assertion that an integral part of bereavement counselling involves facilitating the 
release of the client’s intensely painful feelings. This facilitation would appear to 
necessitate not only the expression of hopelessness but also being able to stay with 
chents’ emotional pain, which Nadia depicted as therapeutically valuable:
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Something I leamt while doing bereavement counselling [ ] was to sustain the 
pain of the client. If I’m able to sit with their emotional pain, then that is as 
therapeutic as anything. (Nadia)
Many participants emphasised the inherent difficulty in staying with their clients’ 
hopelessness:
One of the hardest things to do is to be right there with the client in that 
despair and hopelessness. (Kate)
In spite of how hard participants found it to ‘be with’ their clients during periods of 
hopelessness, they emphasised the value for the client of their therapist being able to 
feel hopeless without being overwhelmed:
Maybe in a way that was what was important for her, that actually somebody 
could feel hopeless without feeling overwhelmed. (Jasmin)
Participants went on to suggest that the existence of some hope was implied in their 
being able to tolerate and survive the hopelessness of the client:.
I suppose holding hopelessness and surviving it -  I don’t know if that makes 
sense [laughs] because if you survive it you’ve got some hope I suppose, is 
still about actually being able to tolerate the hopelessness. (Sonia)
The ability to hold, tolerate and survive hopelessness was largely described in terms of 
an implicit process. However a number of participants went further to suggest that it 
was through their use of congmence, whereby they named their feelings of 
hopelessness explicitly, that they and their clients were able to both move out of being 
stuck in feelings of hopelessness:
The only way out of that [hopelessness] I think is congruence and to say what 
is going on, because immediately you can release that and the other person, I 
think, will react. (Lara)
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Coping with therapists^ hopelessness
Having analysed how therapists work with chents’ hopelessness, therapists’ 
experiences of hopelessness will be examined because many participants 
differentiated between the two, drawing attention to how their hopelessness affected 
them and the ways in which they sought to cope with it. First and foremost, 
participants emphasised the need to become self-aware and the value of self- 
awareness in identifying the source of their feelings of hopelessness:
I would need to watch the origins of those kinds of feelings of hopelessness, 
that actually it might be coming from a personal source. (Jasmin)
Having become aware of their hopelessness, some participants reported that their 
feelings of hopelessness led them to doubt themselves, the usefulness of their work 
and their ability to help their clients, which was painful for them:
Obviously it’s quite painfiil, feeling your work is sort of useless [ ] as if 
somehow you don’t know what you’re doing and it can affect the rest of your 
work if you’re not careful. (Mark)
Participants working in the NHS reported having to deal with an extra layer of 
hopelessness in themselves, which emanated from working in this context. They 
spoke of having to contain and manage the hopelessness and anxiety of medical 
colleagues who sometimes over-prescribed medication and the hopelessness within 
the NHS system with its reported emphasis on a ‘quick fix’ rather than being able to 
build a trusting relationship with clients over time:
The predominant approach in the NHS is people having a quick fix [ ] and not 
having the time to really stay with patients and build up the trust that you need 
[ ] so we do end up starting to feel a bit hopeless about the way that the system 
seems to react to that and what we have to do is to cope with that hopelessness. 
(Mark)
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Participants spoke of how difficult their feelings of hopelessness were to endure and 
the need to find ways of coping with them. Most participants spoke of how crucial 
they felt it was to look after themselves and to have a balance between their work and 
their lives outside work so as to maintain their hopefulness and avoid the risk of 
getting burnt out:
What one does need is to be realistic about how much work you can do and 
what you can offer and if you exhaust yourself then you’re going to harm your 
own hopefulness. I do think that’s absolutely vital, taking care of yourself and 
having a rounded life and not spending your whole life being a therapist. 
(Sonia)
Another vital form of support and source of hope stressed by most participants was the 
benefit they derived from supervision, shedding light upon a parallel process in being 
with another person who could tolerate and survive their feelings of hopelessness:
It’s important to express that hopelessness, certainly in my supervision 
because you know that you’re being overwhelmed by the hopelessness and 
having someone else there who isn’t, who’s further removed from that chent 
actually allows you to [ ] discover the hope again. (Sonia)
For Jasmin, ‘paying attention to my own spiritual side and using prayer as a resource’ 
helped her to cope with her feelings of hopelessness. In particular. Jasmin drew upon 
the Buddhist idea of non-attachment to states to help her deal with her painful feelings 
of self-doubt:
One of the ideas in Buddhism that I’ve found very helpful is the idea about 
non-attachment to states. [ ] When I feel really hopeless about my work, to try 
and see that as a story.
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Working with hope
Having analysed how therapists work with hopelessness, we now turn to looking at 
how they work with hope.
Relationship between hope and therapy
It seemed from participants’ accounts that hope played an implicit part in therapy both 
for the client and the therapist. Most participants viewed coming to therapy as an act 
of hope, in terms of clients’ implicit hope that therapy is a worthwhile enterprise:
Hope is why people get to therapy. [ ] I think that’s an expression of hope. 
Hope underhes the process, that something can be different. (Kate)
Many participants also felt that having hope was a fimdamental part of being able to 
work as a therapist:
I can’t imagine doing my job if I didn’t have it [hope]. (Sonia)
Sources o f therapists* hope
It is interesting to consider therapists’ sources of hope in light of not only it being a 
prerequisite for being able to do the work but also Cutcliffe’s (2004) suggestion that it 
is incumbent on therapists to maintain their hope levels, given that therapists’ hope is 
vital to the inspiration of hope in clients. Participants reported deriving their sense of 
hope from a variety of sources. Most stated that they were hopefril by nature and 
described themselves as optimists. For many, their hopeful approaches to life 
stemmed from their personal experiences which included having coped with 
bereavement, having overcome difficulties in their lives and their previous work with 
clients whom they had witnessed conung through very desperate times. These reports 
accord with Schechter’s (1999) view that the therapist’s hope gains its language, form 
and substance from the integration of personal experience and client work, although 
they did not mention psychotherapeutic theory as a source of hope.
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Several participants spoke of their spirituality and its relationship to hope, which 
echoed one of the ways in which some participants coped with their hopelessness. 
Lara spoke about her spirituality and her profound behef in the human potential to 
connect with a sense of life again, becoming hopefiil and joyful, which was the reason 
for her working as a therapist. She saw her role in terms of helping clients to ‘see that 
side of themselves’ and ‘unlocking’ something, suggesting perhaps that an obscured 
sense of life and hope (remmiscent of the blindness and hopelessness metaphor) lay 
dormant within bereaved clients, which therapists can metaphorically try to help 
clients see once more or unlock:
I know deep, in a kind of deep down knowing that [ ] people are able to 
become hopefol and joyful again. [ ] It’s a sense of the spiritual I guess I have 
in me. [ ] I often find that I can help someone see that side of themselves and 
actually that’s why I’m doing it. [ ] It’s a wonderful thing to be with someone 
if you can help unlock something like that, whatever you call it, and maybe 
‘hope’ is one word for it.
Holding hope for clients
Having explored the various sources fi^ om which participants derived hope, the 
analysis now turns to how therapists work with hope. Most participants described a 
process of ‘holding hope’ for their clients. On further examination, it transpired that 
this process involved holding for their chents a sense of the possibility of change and 
the emergence of a new life whilst paying very close attention to tiny signs of this 
process occurring:
In terms of working with clients with bereavement, I think it is about holding 
for them a sense that they won’t always be where they are now and to look for 
tiny signs of a new life that is emerging without the person [who has died] 
being present. (Jasmin)
‘Holding hope’ was largely described as an implicit process whereby the therapist’s 
hope was not overtly communicated to the client. However, some participants such as
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Mark were sometimes explicit in sharing their sense of hope, when this was felt to be 
important for a particular client to hear:
I do occasionally share my own feelings. [ ] For some of the patients, it feels 
really important to actually say it [naming hope]. (Mark)
The concept o f ‘holding hope’ was further elucidated by differentiating it from ‘giving 
hope’. This would seem to accord with Frankl’s (1959) slightly different assertion that 
one cannot be forced to hope, as hope cannot be commanded or ordered. Sonia 
stressed the inability to give a client hope and that, whilst holding her own hope, she 
needed to accept chents’ decisions to leave therapy:
You can’t give someone hope. I can hold my own hope but I have to accept 
that they may choose not to and then they leave and people do.
Another aspect of ‘holding hope’ seemed to involve being able to tolerate ‘not 
knowing’, holding hope as a possibility and recognising the client’s right to make their 
own choices, including their right to commit suicide:
You haven’t lived their life and you can’t say what they should do with their 
life. They have the right to commit suicide if they really believe that’s the only 
answer [ ] but I work very hard and do as best as I can to help them, to feel that 
there is some reason to at least wait and see and give it a chance [ ] and we 
can’t give it [hope] to them, we can just try and help people find it. (Sonia)
Acknowledging clients’ right to commit suicide and their decisions to leave therapy 
involved recognising the limits on clients’ hope and the importance of pace in terms of 
the amount of work that participants were able to do with any given client for any 
given amount of time:
What often happens is that people can only take a certain amount of hope for a 
certain amount of time and then they have to stop, so time is of the essence. 
(David)
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Given the importance of recognising the client’s pace and the limits on his/her hope, 
some therapists stressed the value of Tetting go’. This seemed to serve a dual function 
of not only respecting clients’ decisions to leave therapy in letting them go but also 
modelling Tetting go’ m terms of the parallel process of clients’ letting the deceased 
person go:
Because only by me letting go can the other person let go, I think. I’m a great 
believer in modelling for clients that kind of thing. (Lara)
Participants spoke not only about limits on clients’ hope but also about limits on their 
own. Lara stated that she realised she had to end with a client because she had lost 
hope in the therapeutic relationship making a difference. She highlighted the difficulty 
in having unconditional positive regard for a client having lost her sense of hope:
It [the work] had to stop because I got hopeless, um, I lost my hope in the 
relationship making any difference. [ ] If you have no hope in what you’re 
doing, it is very hard to hold on to complete positive regard.
Most participants differentiated between their hope for their clients and their hope in 
being able to help them through counselling, such that they were still able to hope for 
their clients, despite feeling that counselling was no longer helpful at that particular 
time:
That wasn’t really giving up hope for her. I was saying that I didn’t think the 
counselling was helpM for her at that point in time but I didn’t give up. 
(Nadia)
The role of the therapeutic relationship
Having explored the ways in which participants work with hopelessness and hope, the 
analysis now turns to examining the role of the therapeutic relationship, given that this 
was seen as playing a central role in terms of hope and hopelessness for most 
participants.
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Reciprocal nature o f the relationship
Most participants spoke of the reciprocal nature of the relationship in terms of both 
therapists’ and clients’ feelings impacting on one another and this being a given and 
fundamental to the relationship:
The way I am is terribly important for the relationship with the two of us, just 
as the way the other person is and [ ] if you’re [the therapist] having a kind of 
down day [ ] it brings them [the client] down. (Lara)
Many participants perceived the reciprocity of the relationship as valuable and helphil. 
Reciprocity was seen as therapeutic in terms of sometimes giving clients a first 
experience of a relationship in which they could share feelings and see the genuine 
emotional impact they had on their therapist. Lara reported that she saw the impact of 
her feelings of hope and hopelessness as:
extremely therapeutic because if it’s genuine [ ] it’s sharing what happens in a 
relationship that’s honest and part of the difficulties that some of our clients 
have perhaps is that they haven’t had that in a relationship [ ] so even though 
it’s uncomfortable, understanding that everything about the other person is 
going to relate to you is part of the healing, [ ] that the person can see that 
you’re having feelings and you’re affected by what the other person is saying.
Having outlined the way in which participants view the relationship as reciprocal, we 
now turn to how therapists’ hopelessness and hope are perceived to impact on the 
therapeutic encounter, commencing once again with hopelessness.
Impact o f therapists* hopelessness on therapeutic encounter
Participants described a number of unhelpful ways in which they saw their 
hopelessness as impacting on the therapeutic encounter both in terms of their ways of 
interacting with their clients and their clients’ responses to them.
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One of the dangers of acting on hopelessness was demonstrated by Mark who 
described a situation where the ‘hopelessness in the system’ and his own feelings of 
despondency led him to be initially influenced by the health care team’s suggestion of 
adopting another approach, in spite of the progress he had actually made with the 
client:
There’s a danger of acting on it [hopelessness] in ways that might be unhelpful 
-  like, for instance, [ ] I was just feeling rather despondent about making any 
progress and then the team suddenly decided that they were going to try some 
other approach and [ ] I went along with it and luckily it became clear that 
actually I’d been making a lot more progress with the patient than I sort of 
imagined and it was possible to rescue the situation.
Mark’s difficulty in at first seeing the progress he had made with the client once again 
appears to reflect the ‘blinding’ quahty of hopelessness. Another unhelpfiil way in 
which therapists’ hopelessness was seen as impacting on the therapeutic encounter is 
by making it hard for them to listen when they are doubting themselves and 
preoccupied with how they are perceived:
Iff  stay within it [hopelessness] too long, it means I’m not Hstening properly 
to clients’ stories because I’m so worried about coming across as OK. (Jasmin)
The difficulty inherent in staying with clients’ painful feelings was also seen as 
possibly leading therapists to try to ‘fix things’ in an attempt to manage sometimes 
unbearable feelings:
I need to watch in myself is that, if there’s any tendency to try and fix things 
for people in a situation where actually it is unbearable because a person has 
died and there isn’t anything to be fixed in a sense. (Jasmin)
Some participants noticed a decline in their clients as a result of their own 
hopelessness. Mark described a situation in which hopelessness within a therapy 
group brought up in him feelings of hopelessness related to his own experience of
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bereavement. He said that this led him to feel paralysed, which in turn impacted on the 
group, causing it initially to fall apart:
I got a bit paralysed by that partly because my first wife died from cancer and I 
think it touched on a lot of things in me and I didn’t believe I could manage 
that. [ ] I was having a huge impact. [ ] The group was falling apart because I 
think the whole group was beginning to feel quite hopeless. (Mark)
The only helpful way in which therapists’ hopelessness was seen to impact on the 
therapeutic encounter related to their ability to empathise with clients. Jasmin 
described how her feelings of hopelessness gave her insight into clients’ feelings, 
enabling her, through çmpathy, to gain a greater appreciation of their experience:
Actually if I’m feeling hopeless, how much more are they going to be feeling 
hopeless [ ] and how much courage they’re having to find within themselves 
when they’re feeling hopeless to actually just do the work and even turn up?
Impact o f therapists* hope on therapeutic encounter
Many participants spoke of the positive impact of their hope on their clients. Lara 
linked the sense of hope and self that she was able to communicate to her client, 
which, as we noted earlier, seems closely related to unconditional positive regard. The 
hope she felt in her client seems linked to the value of the relationship and its key role 
in helping clients to move out of bereavement:
I’d been able to communicate that sense of hope and self in her and I think the 
two go very much hand in hand because if you have one person that is, that 
thinks you’re wonderful, regardless of whatever, what they’ve said, then there 
is hope, you know, and I think that’s where the relationship is so important, so 
vital to, to moving out of bereavement.
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Most participants spoke of how their own hope instilled hope in their clients and 
formed an important part of the respectful and caring relationship they have with their 
clients;
My guess is it’s [therapist’s hope] very important for them so that they can 
find more hope within themselves. [ ] It is part of the working alliance and that 
respect and care for each other. (Sonia)
This view reflects Cutcliffe’s (2004) finding that the essence of hope inspiration 
seems to reside in the caring, interpersonal relationship and that, through the process 
of emotional and spiritual projection, the therapist projects their hope into the client 
and the therapeutic encounter.
Role o f relationship in instilling hope
Most participants felt that the relationship itself, if it were a good one, was a source of 
hope, which sustained hoth therapist and client during difficult times:
I had this feeling that [ ] she undoubtedly made a very positive relationship 
with me, that that would carry her through, that it would carry us both through. _ 
[] It did in itself give way to a sense of hope and that is one of the things that 
has helped to keep me going in other very difficult bereavement work. (Nadia)
The view of the relationship as hope inspiring accords vnth Cutcliffe’s (2004) finding 
that the therapist’s hope permeates the relationship. Hope is seen as being inspired by 
being implicitly communicated through the therapist’s willingness to engage with the 
client and as a by-product of forming the relationship:
If you’re saying in words or in the way you actually are with the chent, T’m 
here for you. I wouldn’t be here if I didn’t think I could be of help to you. [ ] 
I’m going to be here every week for you’, I think all those things must create, 
whether they realise it or not, some hope. (David)
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The reciprocal nature of the therapeutic relationship would seem to have also given 
rise to a reciprocal hope in one another, enabling both therapist and client to overcome 
all obstacles:
We knew that our relationship would survive whatever. [ ] The hope that we 
had in each other was so strong that we could go through the worst. (Sonia)
Therefore, the role of the relationship can be seen as not only instilling hope in both 
client and therapist but also as a necessary foundation for them to bear and survive 
what at times appear to be overwhelming feelings of hopelessness.
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Overview
Previous literature links bereaved individuals’ continued hopelessness (Cutcliffe, 
1998) and the re-emergence of hope (Kubler-Ross, 1970; Parkes, 1972; Parkes & 
Weiss, 1983; Worden, 1988; Herth, 1990) with the outcome of bereavement process 
suggesting an implicit relationship between bereavement and hope and hopelessness. 
Cutchffe (2004) has emphasised the salience of the bereavement therapist’s role in the 
process of inspiring hope and research outside the bereavement context has suggested 
that how therapists respond to their clients’ hopelessness has a significant impact on 
their clients’ ability and motivation to overcome it (Adler, 1972; Brandchaft, 1988; 
Omstein, 1988). This research sought to generate a localised theory addressing the 
ways in which therapists’ experiences of hope and hopelessness impact on the 
therapeutic encounter with bereaved clients. Having established the salience of hope 
and hopelessness within bereavement work, the data analysis went on to delineate a 
set of relationships between various interlinking categories within the therapeutic 
encounter.
The conceptual map of the resultant model shows that the therapeutic encounter is 
embedded in a context of hope given that coming to therapy is seen as an act of hope. 
Within this hopeful context lies a complex set of intrapersonal and interpersonal 
processes within and between clients’ and therapists’ experiences of hope and 
hopelessness. The intrapersonal dialectical process of the client is viewed as a need to 
pass through hopelessness (to a point of saturation) in order to experience hope on the 
other side of despair (seen as a wider hope for hfe). This process is understood as 
being facilitated through the interpersonal cathartic process of being able to express 
hopelessness in the presence of another (the therapist) who can tolerate and survive 
those painful feelings without being overwhelmed. The corresponding intrapersonal 
process of the therapist is understood as requiring a delicate balance between hope and 
hopelessness such that, whilst facilitating and tolerating clients’ hopelessness, 
therapists simultaneously maintain a sense of hope and hold this for clients. This 
finding accorded with Ruvelson’s (1990) existing view, outside the bereavement 
context, of the need to balance the therapist’s hope and empathy for the client’s 
despair.
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Fundamental to these various interrelated processes is the existence of the reciprocal 
therapeutic relationship, which, in and of itself, instils hope in both therapist and 
client. The therapeutic value of the reciprocity of the relationship is seen as lying in 
giving clients the experience of having their feelings genuinely shared with another 
person and seeing the emotional impact that they have on them. The relationship also 
inspires hope (Cutcliffe, 2004) by implicitly communicating the therapist’s 
willingness to engage with the client and forming a necessary foundation for working 
through the painful feelings of grief together.
As part of the reciprocal relationship, therapists’ experiences of hope and hopelessness 
were said to impact on the therapeutic encounter in both helpful and unhelpful ways. 
Therapists’ feelings of hopelessness were reported to have brought up painfiil feelings 
of self-doubt, which could be acted on in dangerous ways if they remained outside 
their awareness. Additionally, feelings of hopelessness for some were said to have 
made it difficult for them to listen to sometimes unbearable feelings, resist the 
temptation to ‘fix things’ and led in some cases to the deterioration of chents who 
themselves responded to their therapists’ hopelessness. Conversely therapists’ 
hopelessness was also seen as helpfully giving rise to greater empathy for their 
clients’ painful struggles.
The reported impact of hopelessness on both therapist and client shed hght on the 
need for finding ways of coping with therapists’ painfiil feelings of hopelessness, such 
as through the fostering of a balanced life and through supervision. In addition, the 
reported limitations on clients’ and therapists’ hope and the role of the therapist in 
holding hope for the client accentuated the importance of maintaining therapists’ hope 
through different sources, including various personal experiences and their own 
spirituality. Therapists’ hope was found to have a therapeutic impact on clients by 
instilling hope in them and helping them to move out of bereavement, echoing 
Cutcliffe’s (2004) finding that therapists project their hope into clients and the 
therapeutic encounter.
The model generated in this study is inevitably specific to the participants -  although 
it may be at least partly transferable to practitioners with similar backgrounds and
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working in similar contexts -  and can be seen as expanding the knowledge base from 
which counselling psychologists and other psychotherapeutic workers can inform their 
practice (Corrie & Callahan, 2000). The findings provide initial guidelines for both 
training and therapeutic practice, which to date have not specifically focused on how 
therapists’ hope and hopelessness impact on the therapeutic encounter. The value of 
the research lies in the richness of the data generated by the participants, who met the 
criteria for ‘key informants’ on this topic. However, the picture conveyed by the 
findings is inevitably incomplete due to the inevitable under-representation and 
omission of certain perspectives. For example, all the participants were of the same 
ethnic group (white) and came from similar cultural and educational backgrounds. In 
addition therapists’ religious and spiritual backgrounds and beliefs were not explicitly 
investigated.
Further research could usefully investigate how therapists from different backgrounds 
view the impact of their hope and hopelessness on the therapeutic encounter as well as 
exploring the relationship between differing religious and spiritual beliefs and feelings 
of hope and hopelessness. It is also worth noting the missing perspective of bereaved 
clients in this research and further research on their experiences of hope and 
hopelessness in the therapeutic encounter could provide valuable additional insights 
into the complex and intricate processes of hope and hopelessness both within and 
between therapists and clients.
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Ethics Committee
15 March 2004
Ms Anne-Sophie Hofmann 
PsychD Student 
Department of Psychology 
School of Human Sciences
Dear Ms Hofmann
Theorising the impact of therapists' hope and hopelessness on the therapeutic 
encounter w ith bereaved clients (EC/2003/138/Psvch)
I am writing to inform you that the Ethics Committee has considered the above 
protocol (and the subsequent information supplied) and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed 
and the following condition is met:-
• That the Consent Form is re-written to be less ambiguous. It is suggested that 
you refer to the standard version of this document (sample attached).
For your information, and future reference, the Guidelines can be downloaded from 
the Committee’s website at http://www.surrev.ac.uk./Surrev/ACE/.
This letter of approval relates only to the study specified in your research protocol 
(EC/2003/138/Psych). The Committee should be notified of any changes to the 
proposal, any adverse reactions, and if the study is terminated earlier than 
expected, with reasons.
I should be grateful if you would confirm in writing your acceptance of the condition 
above.
Date of approval by the Ethics Committee: 15 March 2004
Date of expiry of approval by the Ethics Committee : 14 March 2009
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Ethics Committee
cc: Professor T Desombre, Chairman, EC 
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Appendix 2: Information Sheet
I am a trainee Counselling Psychologist at the University of Surrey, conducting a 
research study which looks at how therapists’ experience of hope and hopelessness 
might impact on the therapeutic encounter with bereaved clients.
This research project seeks to explore how therapists conceptualise and work with 
bereaved clients and, given the relevance of hope and hopelessness to bereavement 
work, therapists’ hope and hopelessness are considered salient.
I am seeking psychotherapists, counsellors, clinical psychologists and counselling 
psychologists who are volunteers for Cruse Bereavement Care or are currently 
accredited or eligible for accreditation with the British Association for Counselling 
and Psychotherapy (BACP), the British Psychological Society’s (BPS) Divisions of 
Clinical or Counselling Psychology or the United Kingdom Council for 
Psychotherapy (UKCP), have experienced working with at least one bereaved client 
for a minimum of six months and who consider therapists’ hope and hopelessness to 
have been salient to their therapeutic encounters in the context of their bereavement 
work. Those who volunteer for the research will be interviewed for approximately one 
hour. Volunteers have the right to withdraw from the study at any time without 
having to give a reason and confidentiality of all identifying information is ensured, as 
no names or locations will be quoted in the research. All data received from 
participants will be respected in accordance with the Data Protection Act 1998. At the 
end of the interview, if a participant wishes to talk further, I will be happy to arrange 
another meeting. Interviews will take place at a location that is convenient for you.
I hope that this research will help counsellors, psychotherapists and psychologists in 
working with bereaved clients, as this seems be an important area for 
psychotherapeutic practice, which has been under-researched. I hope to dissemmate 
my research findings to psychotherapeutic practitioners through submissions to 
relevant journals. I also hope that those who take part in the research will find it 
helpfiil to talk about their experiences.
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If you would like to take part in this research or find out more about it, you can 
contact me at the address below. You can also contact my supervisor Dr Adrian Coyle 
on 01483 686896, by email at a.covle@surrev.ac.uk or at the address given below 
should you have any questions.
Anne-Sophie Hofinann 
Counselling Psychologist in Training 
Department of Psychology 
University of Surrey 
Guilford
Surrey GU2 7XH
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Appendix 3: Background Information Questionnaire
Thank you for participating in this research study. Before we go on to the interview, it 
would be helpful iff could have some basic information about you (such as your age, 
education and occupation). The reason that I would like this information is so that I 
can show those who read my research report that I have managed to obtain the views 
of a cross-section of people. The information that you give will never be used to 
identify you in any way because this research is entirely confidential. If you feel 
comfortable doing so, please fill in the following brief questionnaire.
12. Gender:
13. Age:
14. Ethnicity: (tick) Black-African 
Black-Caribbean 
Black-Other 
Chinese
Indian/Pakistani/Bangladeshi
White
Other (please specify)
15. Highest educational qualifications: (tick)
None
GCSE(s)/0-levels(s)/CSE(s)
A-level(s)
Diploma (HND,SRN, etc.) 
Degree
Postgraduate degree/diploma
16. Professional qualifications:
17. Professional association(s) currently accredited or eligible for accreditation by:
18. Years in practice:
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19. Present job title:
20. Theoretical orientation:
21. Therapeutic setting in which you work:
22. Length of time spent working with bereaved clients (if you have spent various 
amounts of time working with bereaved clients in different contexts, please 
specify these periods and the relevant contexts):
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Appendix 4: Consent Form
The aim of this research project is to explore how therapists’ experience of hope and 
hopelessness might impact on the therapeutic encounter with bereaved clients.
You will be asked to take part in an informal interview about your therapeutic 
practice. This will include some questions about personal beliefs, which will include 
those relating to your experience of hope and hopelessness. The interview will be 
recorded on audio-tape so that, in writing up the research, I can cite participants’ 
reports directly. All data received from you will be kept confidential and respected in 
accordance with the Data Protection Act 1998. Once transcribed, the audio-tape 
recordings will be destroyed.
If you have any questions so far or feel you would like further information about this 
research, please ask the researcher before reading on.
Please read the following paragraph, and if you are in agreement, sign where 
indicated.
I have read and understood the Information Sheet provided. I understand that I am free 
to withdraw from the study at any time without having to give a reason. I agree that 
the purposes of this research and what my participation in it would entail have been 
made clear to me. I therefore consent to be interviewed about my therapeutic practice 
with bereaved clients and my experience of hope and hopelessness. I also consent to 
an audio-tape being made of this discussion, and to all or parts of this recording being 
transcribed for the purposes of research.
Name of volunteer (block capitals):
Signed:................................................................. Date:
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On the behalf of those involved with this research project, I undertake that, in respect 
of the audio-tapes made with the above participant, professional confidentiality will be 
ensured, and that any use of audio-tapes or transcribed material from audio-tapes will 
be for the purposes of research only. The anonymity of the above participants will be 
protected.
Name of investigator: ANNE-SOPHIE HOFMANN
Signed:................................................................. Date:
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Apppendix 5: Interview Schedule
Introduction
Introduction o f the researcher and the nature and aims o f the research project, 
specifying that responses are requested in terms o f the participant’s work with 
bereaved clients. Remind the participant o f their right to withdraw from the interview 
at any point (without needing to give a reason), in which case the tape o f their 
interview will be erased. Explain confidentiality procedures and obtain signed consent 
to the tape-recording o f the interview. Bring attention to the personal nature o f some 
o f the interview material and address any questions from the interviewee.
Have the interviewee complete the background information questionnaire and explain 
the rationale for this -  that it is to show the people who will read the report something 
about the range o f people that I  have been speaking to. Explain that the information 
given will not be used to identify participants in any way and that i f  they do not wish 
to answer some o f the questions, then they do not have to.
(Begin tape recording)
My plan is that we will spend approximately one hour together. I would like you to 
determine exactly how long we spend on this, so that you feel you have enough 
flexibility to be able to take your time when you need to.
Background of the therapist
1. I would like to begin by getting to know how you became involved in working 
with bereaved clients and any particular influences on that. Can you tell me 
how you came to work in this area?
Training
2. Let’s move now to explore your training. Can you tell me about your training?
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(Prompt: Where were you originally trained? What (if any) theoretical 
orientation/client group did/do you specialise in? How did this come 
about/what drew you to that area?).
3. More specifically, can you tell me about the training you received for working 
with bereaved clients and what this involved? What did you think of this 
training? (Prompt: in terms of your personal evaluation of it, your feelings 
about it, its usefulness, how it affected you).
4. How do you think your training for working with bereaved clients has 
impacted on your work with these clients? (Prompt: in terms of how it may 
have influenced how you approach your work, whether you feel it has 
helped/hindered you, contributed to your awareness of issues bereaved clients 
may be facing).
Therapeutic work
5. I would now like to focus on your therapeutic work with bereaved clients and 
explore your approach to it beyond how you feel your training has impacted on 
it. How would you say that you approach working with bereaved clients? 
(Prompt: in terms of your thoughts, feelings, attitudes, behefs and/or values. 
This may include personal and professional influences, for example what 
draws you to a particular model, why you think that model is well suited to this 
type of therapeutic work).
Personal perceptions of the therapist
6. As you are aware, I am interested in therapists’ hope and hopelessness and 
how this might impact on their work. Can you tell me about what 
hope/hopelessness means for you? (Prompt: In terms of your thoughts, 
feelings, beliefs and personal values about hope/hopelessness).
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7. Can you tell me about what you consider to be the sources or influences on 
your experience of hope/hopelessness? (Prompt: these might include personal 
experience, client work, theory, values and belief systems. Do they see their 
hope/hopelessness as being connected or not to their personal values and 
beliefs and how? Do they express views concerning the direction of such a 
connection/relationship?).
Impact of therapist’s hope and hopelessness on therapeutic encounter with 
bereaved clients
8. Can you tell me about your experience of hope/hopelessness in the therapeutic 
encounter with bereaved clients? (Prompt: Tell me about the kinds of things 
you hope for in the therapeutic relationship? If you could identify a source of 
hope for yourself in the therapeutic relationship what would it be? What helps 
you to maintain your hope or makes you feel hopeful? What things cause you 
to lose hope in the therapeutic relationship? What things cause you to feel 
hopeless in the therapeutic relationship? What might maintain your 
hopelessness in the therapeutic relationship? How might you approach your 
hope/hopelessness in the therapeutic relationship?).
9. Would you say that your experience of hope/hopelessness has impacted on 
your work with bereaved clients?
10. (If the answer to question 8. is no): Can you tell me about how you view your 
hope/hopelessness as not impacting on your work with bereaved clients and 
your feelings about this? (Prompt: Does this happen on a conscious level, in 
that there are specific reasons why the two are kept separate or distinct, how 
do you understand this to be the case?).
11. (If the answer to question 8. is yes): Can you tell me about how your 
hope/hopelessness has impacted on your work with bereaved clients? 
(Prompt: can you provide (an) example(s)?).
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12. How do you view this [impact/absence of impact]? (Prompt: in terms of its 
(un)desirability: positive/neutral/negative; has this changed over time? If so, in 
what way?).
13. What issues (if any) has your hope/hopelessness given rise to in the therapeutic 
encounter? Can you perhaps give me an example? How did you approach 
[this/these] issues? (Prompt: these issues may relate to the therapeutic 
process, the client or the therapist and may involve challenges, have been of 
help or hindered the therapy or some aspect of it, such as the relationship, 
depending perhaps on how the issue was dealt with).
Ending the interview
Those are all the questions I wanted to ask. Before we have our debriefing session, is 
there anything on this subject you would like to talk about which we have not already 
covered?
(Switch off tape recorder)
Reflecting on the interview experience
Before we end, I would like to spend some time reflecting on what it has been like for 
you to take part in this interview. We can take some time over this if you would like. 
First of all, was there anything that you expected us to cover that you were surprised 
to see left out? (If yes: Can you tell me why you feel that this should have been part of 
our discussion?)
Were there any moments in the interview when you felt that I did not understand? (If 
yes: When did that happen in the interview? What was it that I did not seem to grasp?)
Has there been anything negative for you about doing this interview? (If participant 
seems upset, acknowledge this. Offer some unhurried time during which they are fi'ee 
to say in an unrestricted way how they are feeling and what issues, if any, the
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interview has raised. Do not expand on these but reflect back that I have heard and 
take them seriously and, when they are ready, look at what they can do to address their 
concerns. Indicate sources of support that I can help put the participant in touch with).
Has there been anything useful or valuable about doing this interview that you can 
take away with you?
Is there anything else that you would like to add, or ask me?
Thank the participant for their help. Remind the participant of the confidentiality of 
the interview.
General prompts and probes to elicit further information
What makes you say that?
Could you say more about that, if you are comfortable?
Can you give me an example of that/what you mean?
How do you feel about that?
Why do you think that is? What makes you say that?
How useful/helpfiil do you find that?
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Appendix 6: Sample Interview Transcript
I: Perhaps we could start with what brought you, how you became involved in
working within the bereavement context?
P: Right, um, 1 had two clusters of bereavement around me, some years back,
family and close friends, and 1 think that kind of made me interested and drew me to 
bereavement.
1: Mm. And if we look at your training, can you tell me anything about the
training you received to work specifically with bereaved clients.
P: Yes my main training didn’t particularly touch on bereavement and then we
had, 1 think it was ten lectures on different aspects of bereavement which were 
interesting and obviously rather hands off interesting but fascinating subjects like 
suicide and death of a partner by people who were really exceptionally good in the 
field and then we had some participative kind of hands on training which was at that 
time fairly kind of touchy feely. Um some of that 1 liked and some 1 didn’t so much.
1: And the aspects that you hked, what were they?
P: Um 1 think what 1 realised during the bereavement training was that 1 was able
to use my person-centred training very laterally in this field of work and that was a 
very comfortable way of working with bereavement and so that the parts of the course 
that kind of highlighted that, the therapeutic relationship 1 suppose, made me feel yes, 
1 can do this.
1: And the bits you didn’t like so much?
P: Um, I’ve always found it quite difficult to work with psychodynamic
supervisors and theories about bereavement because I’m very much someone who 
kind ofi just likes to discover with the client where they’re at, so that was probably 
more difficult.
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I: Mm and um, how would you say that the training that you have had in
bereavement work has impacted on the way you do work with the client or influenced 
you in some way?
P: I don’t think now, ten years later, there’s probably a lot of influence on the
work I do, I think probably I evolved my own, I was much more influenced by my 
initial training in counselling and I think the values of that are what I took on board 
much more strongly.
I: The values, the core conditions?
P: Yes, which of course do lend themselves very well to bereavement counselling
anyway, but also the, the integrity and honesty of a robust course like that I think I 
took on very much, on the ethical front in bereavement counselling.
I: Mm. If we put training completely aside, are there other things that you think
influence the way that you approach the work and the relationship with bereaved 
clients, which can include personal values and experiences?
P: Well I suppose integrity is an important personal value for me and it’s
something that was kind of enforced on my training and part of that for me is 
congruence and I think that’s probably the element that I worked hardest at and I’ve 
found with bereavement, clients, it’s something that’s terribly important to kind of say 
how I’m feeling too, so there’s a real relationship. I guess those two things probably. 
Um, what else affected me? I have in my family people who have been deeply 
affected by bereavement who haven’t had any counselling, um, and I can see the 
effect of not being able to look at it vdth some support, the effect it’s had on their 
lives, I think that’s perhaps the other side of it.
I: So earlier when you said the two things, were they integrity and congruence?
P: Yes.
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I: I was a little bit confused because I thought they might be similar.
P: I think they’re similar, I think integrity is perhaps wider, in that, you know, it’s
integrity about the way I live generally, a sense of right and wrong and values and 
congruence is, perhaps having the nerve to say and to show what is going on (laughs) 
for me and I think that’s very hard for a beginning counsellor and terribly important 
for a counselling relationship. The nerve to kind of question or, yeah, say what’s 
going on for me too yeah.
I: It sounds like there’s an awareness of you bringing your own integrity into, in
your life and also in your work with clients in terms of values.
P: Yes, I think the other thing that kind of has an effect in my counselling is my
own attitude to death, which in some ways is difficult in that I don’t view death as 
necessarily the worst thing that can happen to anyone (coughs) and obviously for 
clients it often is the worst thing and um. I’ve had to learn to. I’m very interested in 
that side of client work and I’ve obviously had to learn to, you know, be very discreet 
about my own views and not get too fascinated by clients that are talking about that, if 
you see what I mean.
I: Can you say a bit more about the view that it’s not the worst thing that could
happen to someone.
P: Um, you know, I think death is part of who we are and what we are and that it,
you know, it’s going to happen to all of us and, um, it’s not something to be 
desperately feared. I also feel that people, and this is a very personal thing, um, do 
what they need to do in this life, so when, for example a client talks about the cruelty, 
you know, how cruel it is, you know, as they understandably do, I don’t actually feel 
that myself. I don’t feel it is cruel, I feel that people have done what they needed to do 
even if they die very early. So, um, in that sense I have to be extra careful, obviously, 
about bemg empathie with someone who does feel that.
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I: So, it seems as though, perhaps what you’re saying is, having an awareness, a
self-awareness of your own views and knowing when they’re different to a client’s 
views and how that might affect being able to empathise with them.
P: Absolutely. I think as a trainer, with my training hat on, I thmk it’s crucial to
become absolutely aware of what your views are, so that you can put them to one side 
so that you can really enter into someone else’s world, you know.
I: The main focus of my research, as you know, is about hope and hopelessness
and your experience of that and before we look at that, I was wondering if you could 
tell me a bit about what both of those concepts mean to you personally. What hope is 
for you and what hopelessness is?
P: In counselling or just generally do you mean?
I: Both I suppose.
P: I think for me hope is about waking up and feeling quite happy that it’s
another day and everything that that might bring and hopelessness, which I’ve never 
experienced for any length of time, means for me not being happy that it’s another 
day, in very simple terms.
I: Mm.
P: And where I have days where I feel relatively hopeless, I never feel that they
are going to be, that that is going to go on for any length of time. I always know that’s 
going to be a temporary feeling and that I can revert. And I guess that our clients don’t 
feel that, you know, do feel hopeless quite a bit of the time. And I can’t remember a 
time or an event, which has really made me feel hopeless, without any hope at all. I 
guess that’s probably the definition of being an optimist (laughs). Probably, rather 
than being pessimistic by nature.
I: Mm mm.
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P: I suppose the only memories I have of feeling really hopeless are when
relationships have split, broken up earlier on in my life and I think at the time, you 
know, you do feel a bit hopeless, probably a more extended period of time but not for 
too long.
I: Mm. And within counselling?
P: I think sometimes when I have a client who has a serious other problem which
seems to be affecting their welfare enormously, I do feel sometimes hopeless and 
helpless. I always have a sense of great excitement when I’m with new clients and 
hope because I kind of have a knowing in me that, although this is a dreadfully 
desperate time, it’s also a time of great change and excitement, and, you know. I’ve 
noticed that I’ve even said that I’ve said that to one or two clients recently, which has 
slightly appalled me, but (laughs) interesting and I’ve wondered whether clients can 
deal with that combination and the two I’ve mentioned it to seem to be able to. Um, I 
have had clients who have had significant other problems, particularly one woman 
with real abandonment issues and such a low sense of self-esteem and worth and I 
have felt very hopeless for her and with her because I think that’s an enormously 
difficult thing to rise up out of or alcoholism for example, or, yes, significant other 
difficulties like that which are terribly difficult to get to grips with. Bereavement for 
me is more of natural, fluid way of moving flrom one state to another and it comes to 
everyone.
I: I suppose you’ve begun to talk about your experience of hope and
hopelessness in the counselling context. I’m wondering if you can say a bit more and 
perhaps it might be easier to do so by thinking of particular people, particular 
relationships that you’ve experienced where you yourself have experienced moments 
of hopelessness and or hope and how that’s been for you?
P: Outside the counselling context?
I: No, within a relationship with a bereaved person.
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P: Well the client who has just come back to me, strangely, is someone I saw for
probably four or five sessions only, is a young woman who lost her mother and who 
had incredible difficulties with her mother too, enormous ambivalence really, and she 
was able to tell me that there had been some abuse by another family member, which 
her mother had done nothing to protect her from and I was kind of poised, if you like, 
between hope and hopelessness for her, because I could see that she had an enormous 
sense of life and zest for life and what in person-centred terms, the kind of organismic 
thrust, the sense of moving forward was very strong in her, and yet I could see that 
events and this dreadful kind of burden weighing her down so much that I didn’t think 
we were going to be able to move on and in fact she did leave very abruptly, which I 
was very sad about because I knew that we could have got through that together, but I 
could completely understand, but it wasn’t really a place she wanted to be in, and um, 
it’s nice now that, her doctor wrote to me and said is there any chance (laughs) of you 
seeing her again, that she’s wanting to come back, and although she said T thought at 
the time I was ok’, although she gave that as the reason for finishing and then realising 
that she wasn’t. I, I think it’s clear that she wasn’t ok but with, it’s so horrendous that, 
the hopelessness was so strong, there wasn’t really any room for movement at that 
time and now maybe there is, you know. Um, so that’s one client.
P: I was wondering how, you said you were poised between hope and
hopelessness, how it felt for you, that sense of knowing that you perhaps could have 
gone, done some work together and carried on together and yet her decision that 
because things were hopeless for her at that point, to leave, how that affected you.
I: Well I think I tend to kind of cut off then. I can’t really agonise too much. It is
very upsetting and I remember my supervisor saying, I hope she can stay with you 
because, you know, I can see you can do so much work together and yet, it was true, 
but I think what happens with me is that I kind of withdraw. Maybe it’s just survival, 
you know, I can’t afford to, I just have to try, I do, my philosophy is that, you know, 
my kind of phrase for my philosophy is ‘touching passes by’, that’s how I see the 
work I do and it is only touching and some (laughs) touches will be very, very short, 
but also trusting that people will get the support they need later from another source 
and I do believe that, so, at times like that I, um, I do try and find that place m me that
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trusts that this person will get what they need later in a different way perhaps. This 
particular one (laughs) has actually come back that’s quite unusual, you know, 
unusual.
I: That phrase ‘touching passes by’, can you say a little more what it means for
you?
P: Well it’s very important for me that I don’t see myself as anything more
important than that in someone’s life, because for me the whole point of counselling is 
supporting someone, is to make them able to be self-sufficient if you like, as soon as 
possible. And I believe very much, even in bereavement, it’s very unusual for all the 
work to be done in one go. That someone can probably only take so much or 
concentrate so much and that’s up to them not, you know, how much they want to do 
that, and er. I’m not necessarily the right person to go on with the next step.
I: So, is it something about touching being perhaps m some way a healing or
connecting and that being ephemeral, that it’s...
P: And then letting go is the important, letting go, and I think if I kind of keep
that in mind, then I will also have to keep in mind that this person knows themselves 
best, that they are the expert on themselves and that they use any resources from me in 
a therapeutic way for them rather than me knowing best and I think that’s essential for 
me and so that helps me kind of keep that sense.
I: And if you were to put ‘touching’ in your own words, what would you say?
P: In other words? Because that is my own word (laughs).
I: I suppose. Yes.
P: Being with, sharing with, something like that.
I: Mm and the letting go you mentioned is about you being able to let go?
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P: Yes. Because only by me letting go can the other person let go I think. I’m a
great believer in modelling for clients that kind of thing. In a way they do need a lead 
from us in things like that. I’ve got another new client. Do you want me to go on to 
another client?
Sure.
P: Um which is an interesting place to be. Because I think with a new client
you’re in a very different, you don’t quite know anything and uh, this man lost his 
daughter eight years ago when she was five, as a result of something he did, 
accidentally of course. So it’s an enormous burden, he coped magnificently for 
himself and the family and didn’t really look at what was going on for him I guess and 
um, he’s slowly being kind of eaten away by it and I’ve only seen him once, and um, 
and we’re going to go on, but I’ve only seen him once so far, and there is that poised 
part again, he’s feeling completely hopeless, well he’s not feeling completely hopeless 
because he sees the counselling might help and I said to him at the end, ‘well, what do 
you reckon, shall we go for it?’ And I mentioned the excitement to him and I always 
try to say to a client that you know, this is an enormous journey, it’s something which 
is going to be changing you, and your life, your sense of life and as he left I could see 
he was poised between hope and hopelessness and I was immensely hopeful, I didn’t 
have a sense of hopelessness, but then I wasn’t him. I can see someone who is going 
to make it, you know, he’s come to the right place, he’s getting the right kind of help. 
You know, for a client to actually arrive in bereavement counselling is a miracle, it 
takes such guts and that’s much, much more than a first step, it’s kind of half the work 
really and then, you know, so, I was full of hope and he was somewhere in between 
the two I think. Not quite so hopeless. I think the beginning is always an interesting 
moment where the counsellor and the client are, if we’re looking at those two words. I 
don’t think I’ve ever been hopeless with a new client. I always start from being 
hopefiil.
I: Mm. In terms of experiencing, of being with someone during moments where
they have felt very hopeless. I’m wondering if that’s brought anything up for you?
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P: I think it’s, I mean, obviously bereavement counsellors spend a lot of time
with people who are very distressed and that’s a very different thing, because that’s 
not hopelessness, and I’m very comfortable with that, and you have to be, don’t you? 
Um, but it is very hard I think to be with a client who is really feeling hopeless and 
feeling that, that part of that, not even the counsellor, nobody is going to or can, is 
making a difference. It doesn’t happen very often, but I do remember this client I 
mentioned before who’s mother had abandoned her. I worked with her for a long time, 
I think it was over three years, three years and it had to stop because I got hopeless, 
um, I lost my hope in the relationship making any difference. In fact I went on much 
longer than I should have done because I don’t believe that you can really work 
without hope. I’m talking from a counselling point of view, and um, very closely 
allied to that is positive regard for the client. If you have no hope in what you’re doing 
it is very hard to hold on to complete positive regard. So I think as a counsellor you 
have to be very sensitive if that happens. As a supervisor I always check that out with 
counsellors especially if you have a long-term client because then it’s really better to 
stop and to hope that that person is able to get some support somewhere else.
I: And how do you bring that to an end?
P: Um, I think I said to this woman, I, I didn’t do it in one session, but you know,
‘there’s nothing more I can do’. You know, we had made, she had made enormous 
progress if you’d like to see it in that way, and she’d worked terribly hard so it wasn’t 
that there was nothing that had been done, but I, I had to say I didn’t think I could 
support her any more and that perhaps it would be good to find someone different and 
new who was able to.
I: And was the process of realising that it was incredibly difficult or that you no
longer felt hope for this person, was that difficult to handle within yourself?
P: Terribly difficult, terribly difficult. I mean I was given the message by my
supervision group long before I’d begun to give up (laughs) because that was probably 
what it was, but I found that very, very difficult and I do think that problems with a
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sense of self, if someone really has very, very low sense of self, that’s probably the 
most difficult situation to work with.
I: I’m wondering in that particular example whether it’s possible to say what was
being hoped for and what became hopeless.
P: I guess at a very simple level you want the client to feel better and if you’re
presented with a client week after week who is obviously feeling hopeless, depressed, 
that kind of energy is very contagious and eventually, even with a lot of support 
yourself and, yeah, you can’t bring, you can’t carry the hope for the other person 
forever. I think that’s what you do in bereavement counselling, you kind of hold it for 
them, not necessarily mentioning it, but holding that sense of possibility, potential, 
life, but it’s not, you can’t do that ad infinitum unfortunately.
I: So perhaps part of the self-awareness is recognising the limitations on hope
and trying to accept that when that comes about.
P: Yes. I mean I know people who suffer firom clinical depression are without a
feeling of hope for long periods of time. That’s never happened to me but it’s been 
described to me by several people, it must be ghastly.
I: Mm. (Pause). So, if we go back to looking at hope, there’s a sense of holding
hope for people during periods at which they find it very difficult to feel it and that 
holding hope is not an explicit thing, it doesn’t necessarily mean talking about being 
hopeful with somebody.
P: No, I’m certainly not talking about, you know, the light at the end of the
tunnel, I don’t mean that, of course not trying to cheer them up. I do think you can 
model a sense of life and hold it for a client (coughs), for a group of people actually. 
Um, without it being an explicit part of what’s going on in counselling, for a time.
I: Mm. (Pause). And that, that hope is about life, about someone being able to
connect with life again or?
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P: Yes, I mean I know deep, in a kind of deep down knowing that someone is
able to, people are able to become hope&l and joyful again. I know that. And that’s 
very important for me. It would be ridiculous to say that to someone who isn’t 
experiencing that but I work from that place. Um, and I’ve noticed that I’ve started 
saying to people who are coming out of my training course that, almost a similar 
message, you know, this is quite a journey and part of it is going to feel quite black 
and it is a changing experience but it’s wonderfiilly exciting and um, are you up for it? 
And in a way that’s almost like a kind of message to the client too, not quite so overt 
(coughs).
I: You mentioned that deep down knowing and I wonder where that might come
from and it may not come from anywhere that’s easy to think about.
P: Yes, I mean I don’t know to be honest. I mean I think it’s kind of, it’s a sense
of the spiritual I guess I have in me and um, whether I was bom with it, I had quite a 
religious background, it’s certainly something that has developed, or I have developed 
um, so, I suspect it’s in most people if they allow themselves to be with it, you know. 
That’s my experience, I often find that I can help someone see that side of themselves 
and actually that’s why I’m doing it (laughs). That’s where I ’m really at with 
counselling, you know, is what I, it’s a wonderful thing to be with someone if you can 
help unlock something like that, whatever you call it, and maybe hope is one word for 
it.
I: Do you think that your experiences of hope, be it holding hope for somebody, I
mean it’s perhaps easier to separate them out and talk first about hope, do you think 
that that’s impacted your work and the relationships and the therapeutic encounters 
that you’ve had, that that has an impact?
P: That sense of hope that I was talking about. (Pause). Yes very much so
because I don’t think I could work without it. It’s not an area of work that you would 
(laughs), you would do too much of if you didn’t have that, I don’t think and um. I’ve 
seen quite a few of our counsellors not able to do more than one or two years of this
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work and I think it may be because they don’t have that sense, there’s lots of reasons 
of course, but it’s a very, strange place to dwell if you don’t have that, yeah.
(Interruption).
I: I’d asked you whether you thought that your experience of hope affected the
work and you were saying how without it you wouldn’t, it would be very difficult to 
do the work. I’m wondering if you feel that has affected the relationships or the actual 
counselling...
P: Counselling relationships.
I: Or the other person in the relationship at times.
P: My sense of hope you mean?
I: Mm.
P: Yes I think it’s absolutely intricately bound up, um, the way I am is terribly
important for the relationship with the two of us, just as the way the other person is 
and um, just occasionally when, you know, if you’re having a kind of down day as 
now for example. I’ve got a cold. I’m not feeling on good form, I can see how it 
affects the client. You know, it brings them down, if I’m kind of less than, you know, 
than my normal self, but a bit down myself and I think it’s terribly intricate that 
relationship, so, definitely um. I think there are phases in a counselling relationship 
when you might be slightly out of synch on it. It’s a very delicate balance I think. You 
know, sometimes I go to supervision and I think god, you know, will this person ever? 
You know. And well they’re not necessarily feeling that, so it’s not like it’s (laughs), 
they don’t always pick up where you are.
I: You mentioned a delicate balance. I’m wondering what that balance is made
of?
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P: Yes. Well I think that communication is at so many different levels and talking
is the most obvious one but there’s an awful lot else that’s going on in the counselling 
relationship, well any relationship, that isn’t so obvious. Um and we all know what 
it’s like to have a client where talking is the only thing going on and there isn’t any 
sense of rapport at an emotional, heart level. Um, you know it’ a pretty hollow thing 
and um, so I think it’s the interplay of the different levels of communicating with each 
other that is very delicate and, you know, at it’s best there is kind of an intimacy at all 
levels and I think that’s a time when a lot can happen and that sometimes needs to the 
counsellor to be quite challenging. I mean when I use the word challenging I probably 
mean it in quite a gentle sense but it can be brave enough to be congruent really and 
that can be marvellously helpfiil and the balance can shift and you can kind of restore 
your, yeah, the health of the relationship really.
I: The health of the relationship, how would you?
P: I think the health of the relationship is about two people understanding each
other at many different levels, as many as possible, of course that doesn’t always 
happen.
I: You mentioned communicating at many different levels and I’m wondering if
you think that hope, your hope is communicated, if that’s part of what’s going on, 
your holding hope?
P: Um, yes, I hope that I am communicating that much of the time, but it has to
be genuine, I have to really hope, I can’t pretend to be hoping. Um, that’s pretty 
useless as well, so, it’s lucky that I do feel very hopeful about people that have been 
bereaved, (laughs), it’s a good position to be in on the whole. I do see it as a life 
changing experience that can be wonderful. I can say that to you but I wouldn’t say it 
to a client (laughs) and it is a very healing thing in a paradoxical kind of a way. Loss 
can be very healing and, you know, awful too. It’s interesting the words that are 
coming up, the ‘h’ words that are coming up, you know, healing and hopeful, whole 
isn’t exactly ‘h’ but I mean they’re really from the same stem and that’s healthy, 
aren’t they?
234
I: Mm, and so you say that loss itself can be healing?
P: I think I am really, it sounds a funny thing to say doesn’t it? I think we all have
to understand that life includes loss and the first time that that happens is awful, the 
first time that happens to us is awful but it’s part of the way we can heal ourselves in 
life to understand that at a fairly deep level and that we can move on out of that and it 
helps our sense of self to develop, to know that we can be independent.
I: What it brings up for me listening to you is that word that you used before
‘whole’, being whole, with the loss being a part of life and the healing lying in the 
wholeness of accepting life with its losses.
P: Yes, so you might say that someone who hadn’t had any loss wasn’t quite
whole. Well not, I don’t mean they weren’t whole themselves but hadn’t had a whole 
experience of life. Yeah, and yet, you know, when I look at my sister who’s lost her 
second child recently and it’s close to home, which of course counselling isn’t, you 
think how on earth can anyone get that wholeness back again, you know? So that’s the 
other side of it, you know, it’s fine for me as a counsellor not really having that kind 
of relationship with a client, a very, very close, very, very fond perhaps but not in that 
sense. (Pause). I’ve always been interested in the idea that some people do as well 
without really looking too deeply at loss and I know it’s true. The people who choose 
not to look at it at all can actually live fairly happily. I don’t know how that works, I 
don’t know whether if you practise being hopeful you can actually be hopeful or at 
least not hopeless. It’s not something I would suggest but I know that people can do 
fairly well and I’ve seen that in kind of holocaust victims who didn’t get counselling, 
didn’t relive their experiences and didn’t go through it and have managed to reach a 
state of living an ordinary kind of life without too much hopelessness. I don’t know. 
Interesting though.
I: We’ve sort of looked at how your experience of hope might have impacted on
your relationships with clients, I’m wondering if we can think together about how, 
moments when you’ve experienced hopelessness might have impacted.
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P: Yes. Well, apart from the woman I told you about, the other times of
hopelessness I think have been more to do with not really being able to become part of 
the relationship. I remember an early client I had who talked non-stop and I felt very 
excluded from the relationship and I mean I realised later why she needed to talk non­
stop but I really thought at one point I wouldn’t be able to go on because I wasn’t 
really there. That’s kind of helplessness as much as hopelessness but I think the two 
are, (coughs) are linked. She wasn’t letting me into any other parts of her so that we 
couldn’t really form a relationship for a time and it was because she didn’t particularly 
trust me I think and later on when she was able to trust me then it changed. But I 
remember for a few months feeling hopeless for her and about her and about our work 
together, so that kind of situation I’ve felt a bit hopeless sometimes.
I: Do you think those feelings that you had impacted on what was going on
between you?
P: I’m sure, yeah, and in fact the only way out of that I think is congruence and to
say what is going on, because immediately you can release that and the other person I 
think will react, you know, can, you can both come in somehow.
I: How do you think it was impacting?
P: My hopelessness?
I: Mm.
P: It was hard to change in any way, she was kind of stuck in that because I was
stuck in my hopelessness and, you know, classic case of something needing to change 
before you can both move on. The other area of bereavement that I think hopelessness 
comes up a lot is suicide, um, and I’m not talking about suicidal clients, although 
that’s obviously different but when someone has been bereaved by suicide. As a 
counsellor I sometimes find get into places of hopelessness because it seems so 
difficult to get past that unknowing of the client, not really, you know. And I think 
that as a counsellor you can get quite dragged down by that.
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I: Not really knowing?
P: Why, you know, there’s always a ‘why’ with, even if there’s a very
comprehensive note there’s always a ‘why’ with suicide and how could, how could 
you, you know. There’s always that sense and I think that can translate itself to the 
counsellor quite easily too, I think they can be quite depressing sessions sometimes. 
And I think maybe, I mean often a counsellor may be able to help a client who needs 
to have a ‘why’ sort that out, rightly or wrongly, whether it’s right or not, but it’s 
never one hundred per cent so it’s harder to arrive at a place of hope because hope has 
a sense of wholeness as you were saying, and almost a hundred per centness about it. 
You know, can you be hopeful ninety per cent or eighty percent or partially hopeful, I 
don’t know whether it’s an absolute because as a feeling it feels like a hundred per 
cent, you know, and they are very absolute expressions, words both of them, 
hopelessness suggests a hundred per cent without hope too and you know. I’m a bit 
hopeful, is that possible? I’m a bit hopeful? Maybe. Maybe it is. Chink maybe. 
(Pause). When we talk about hope, what are we hoping for? Most bereaved people, 
their hope would be that the dead person comes back again. I don’t know whether 
you, we saw that video of a man crying and Sheila Hancock in a pretty inept way 
trying to cheer him up saying ‘is there anything that would make it better?’, he said 
‘yes’, she said ‘of course it would make it better if your wife came back’, ‘yes, that’s 
it, that’s the only thing that would make it better’, and you know, we know that 
bereaved clients do hope for a presence or a, they go to a spiritualist or, because in a 
sense the only hope for them at that, in that stage perhaps is that there is a, a person 
that is around again and they see people in the street, you know, and it would be 
distressing for them to think that hope could have any other feeling or form.
I: So in that kind of situation, if someone is hoping for the lost, the person that
died to be present in their life in a more present way than in memory, then there can 
arise a situation where the counsellor and the client are hoping for different things 
perhaps.
P: Yes, absolutely. I think it is one of those times of slight mismatch, not
mismatch really, but you are in different places cos the counsellor might still be
237
hoping that the person can get past that point. I remember the client that I mentioned 
that talked a lot and it was very hard to form a relationship with, I remember her once 
saying, or me once saying to her, I think she said something like T’m finding it 
difficult to know what to do’ and I said ‘You’re finding it difficult to know how to 
move on’ and there was this very long silence and she said ‘A fi-iend of mine came 
and told me I should move house, but I told him that I wasn’t ready.’ And it was such 
a clear message to me that I was trying to move her on to a different kind of hope 
without (coughs), which of course meant being without her son, it was her son, and 
she wasn’t ready to hope without that. It was kind of quite a crucial moment and I 
apologised, I said ‘I’m sorry, you know, I think you are talking about me wanting you 
to move on’. She didn’t say yes or no but I, she kind of gave me to understand, and I 
think, you know, that is where I’d got it wrong, that she wasn’t at that place that she 
could move on to a wider hope for life, if you see what I mean. And that’s the delicacy 
really, the kind of keeping in synch with each other and not moving fast and not, you 
know, being at the same pace.
I: (Pause). And you mentioned in working with people who have been bereaved
by suicide, that you had periods, in that situation, you’ve experienced hopelessness, 
you’re aware of having experienced...
P: Yes, I think one of the kind of aspects of counselling someone being bereaved
by suicide is the kind of monotony of a record being played over and over again, 
seems to happen more, because m a way, where else can it go, because there aren’t 
any answers, you know, so I think that’s very hard for a counsellor, I find it very hard. 
You always get it with some, you know, you get it, you need to talk about the fiineral 
time and again but somehow with suicide it gets stucker and there’s nothing you can 
do about it, as a counsellor, it has to kind of, I think, has to play itself through as many 
times as the person needs to say it and to be heard, and that can be quite depressing. 
Yeah, and you think are they ever gomg to be able to get past this point, you know.
I: And have there been things that have helped you during that depressing point
of doubting whether someone can get through it?
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P: Well I think supervision is always immensely helpful. I’m a great believer in
group supervision because you’ve got a few people who are standing back looking at 
the same thing and seeing things that are, that you can’t see because you, and also I 
think you need to have, Jim Kuykendall saying you need to have two types of support, 
kind of cathartic and diversionary and counsellors get lots of cathartic support, 
someone being prepared to sit and listen to you, and you also need to have, keep your 
fun up and lighten up and go down to the pub and, you know, that brings back a sense 
of life, that you know, you can, I can lose a bit with clients, so that’s important too, 
it’s very important and it’s something, you know, that I find can go vyrong with me. 
And um I need to do silly things, wear funny clothes and have a glass of wine (laughs) 
because that brings back my own sense of life and hope and yeah, rhythm, things like 
that.
I: I’m wondering if you feel that those moments where you have felt hopeless or
depressed in working with someone who’s bereaved by suicide that’s impacted on 
them m particular.
P: I’m sure, I mean it’s um, you can’t have one without the other and that’s why
it’s very important for me to get out and find my sense of self and life again so that, 
partly so that I can bring it back to that person, partly for me of course and partly so I 
can come back with it.
I: So, you can’t have one without the other meaning whatever is going on with
you is bound have an effect?
P: Of course, of course, you can’t hide things like that. At some level they will
know even if they couldn’t on a conscious level.
I: And if you were to step back and look at how, what’s going on for you, be it
hope or hopelessness, is impacting on your client perhaps on your relationship as well, 
how do you see that in terms of value, as in, is it something that’s helpful, unhelpful?
P: That I can feel these things or?
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I: That, that there is an impact, that what’s going on within you is impacting your
work and your relationship and it might not just be one or the other, it might be...
P: Yeah, you mean as far as the client’s concerned, how is it helpful for them?
I: Mm. Whether the impact itself, you view it as positive, negative or neither?
P: I mean I think, I think that it’s extremely helpful and extremely therapeutic
because, because if it’s genuine the client is sharing with you even if they don’t know, 
it’s sharing what happens in a relationship that’s honest and part of the difficulties that 
some of our clients have perhaps is that they haven’t had that in a relationship or 
maybe they haven’t had that in a relationship with a bereaved person or, but, so even 
though it’s uncomfortable, understanding that everything about the other person is 
going to relate to you is part of the healing I think, if that doesn’t sound too 
paradoxical (laughs). And you know, sometimes it’s good to say that out loud, you 
know, T notice I’m feeling a bit depressed today and I wonder if you are too’ or, you 
know. So that the person can see that you’re having feelings and you’re affected by 
what the other person is saying.
I: I’ve just got one more question.
P: Yes.
I: And that is whether there are any issues, which is a very, very broad question,
that you feel you haven’t had a chance to talk about, that your experience of hope or 
hopelessness or both have given rise to in the counselling context?
P: Well I think perhaps what I haven’t said is that if you, if you as a counsellor
have hope, it kind of is the same as saying T have complete belief in the other person’ 
and that is an incredibly healing thing to have and I remember one client who I’d 
known for about a year and half and we’d come towards the end of the work, saying 
something to me and then saying at the end, T expect you think I’m crazy’ and I said 
‘No I don’t’ and she said ‘You think I’m wonderful don’t you’ and I said ‘Yes’ and it
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was an absolutely wonderful moment and I mean I feel quite emotional saying it now 
because (coughs) somehow I’d been able to communicate that sense of hope and self 
in her and I think the two go very much hand in hand, because if you have one person 
that is, that thinks you’re wonderful, regardless of whatever, what they’ve said, then 
there is hope, you know, and I think that’s where the relationship is so important, so 
vital to, to moving out of bereavement. It sounds like a good place to end (laughs) 
doesn’t it. A nice little finale.
I: Ok, so I’ll switch off the tape and we can have our debrief.
(End of tape.)
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Appendix 7: History of Category Cards for Two Core Categories 
History o f Core Category ^Sources o f therapists* hope*
Original category card names relating to core category ‘Sources o f therapists ’ hope 
Card 6 -  Optimism.
Card 7 -  Hope and personal bereavement.
Card 14 -  Hope derived from client work.
Card 15 -  Therapists’ hope.
Card 16 -  Personal philosophy.
Card 22 -  Hope and personal life experiences.
Card 30 -  Hope and spirituality.
Card 31 -  Belief in human potential.
First Analysis
All of the above cards became a subset of card 15 ‘Therapist’s hope’.
Cards 6 and 16 were amalgamated as it transpired that they described the same 
phenomenon and were renamed ‘Optimistic nature of therapist’ (Card 2).
Cards 30 and 31 were amalgamated as they were found to be interrelated and renamed 
‘Therapist’s spirituality and belief in human potential’ (Card 12).
Second Analysis
Card 22 was renamed ‘Hope derived from personal experiences’ as an umbrella term 
for the subset: personal life experiences (original card 22) and cards 7 (hope and 
personal bereavement) and 14 (hope derived from client work).
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Final Core Category ‘Sources o f therapists '  hope '
Card 15 ‘Therapists’ hope’ was renamed ‘Sources of therapists’ hope’ as this proved a 
clearer description. It became a core category, which included the following sub­
categories:
Card 2 -  Optimistic nature of therapist.
Card 12 -  Therapists’ spirituality and belief in human potential.
Card 22 -  Hope derived from personal experiences.
History o f Core Category ^Tolerating and surviving clients* hopelessness*
Original category card names relating to core category ‘Tolerating and surviving 
clients' hopelessness’:
Card 9 -  Expressing and staying with clients’ hopelessness.
Card 11 -  Therapist not being overwhelmed.
Card 19 -  Surviving hopelessness.
Card 23 -  Being in the grip of hopelessness.
Card 26 -  Tolerating hopelessness.
Card 27 -  Therapists’ and clients’ hopelessness.
Card 28 -  Becoming aware of hopelessness.
Card 33 -  How difficult it is to sit with despair. - -
Card 35 -  Congruence.
Card 36 -  Coping with clients’ hopelessness.
First Analysis
Card 9 was split into ‘Facilitating expression of hopelessness’ (card 9a) and ‘Staying 
with clients’ hopelessness’ (card 9b).
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Cards 19 and 26 were amalgamated as they seemed to be part of the same process and 
renamed ‘Hope in being able to tolerate and survive hopelessness’ (card 19).
Card 23 was amalgamated into card 28 which was renamed ‘Difficulty in becoming 
aware of hopelessness’.
Card 33 was renamed ‘How hard it is to stay with hopelessness’.
Card 36 was removed from cluster due to lack of connection with the other cards. 
Second Analysis
Card 27 was renamed ‘Differentiating between clients’ and therapists’ hopelessness’.
Card 35 was renamed ‘Using congruence to move out of hopelessness’.
All the cards in this cluster were amalgamated to form the core category ‘Tolerating 
and surviving hopelessness’ as this was perceived to encapsulate a process of which 
the categories formed a subset.
Final Core Category ‘Tolerating and Surviving Clients ’ Hopelessness ’
Card 9a -  Facilitating expression of hopelessness.
Card 9b -  Staying with clients’ hopelessness.
Card 11 -  Therapist not being overwhelmed.
Card 19 -  Hope in being able to tolerate and survive hopelessness.
Card 27 -  Differentiating between clients’ and therapists’ hopelessness.
Card 28 -  Difficulty in becoming aware of hopelessness.
Card 33 -  How hard it is to stay with hopelessness.
Card 35 -  Using congruence to move out of hopelessness.
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Appendix 8: Reflections on the Use of Self
Having conducted a qualitative research project last year, I was familiar with the 
interviewing process and comfortable with using my interview schedule as a guide 
whilst allowing participants to largely determine the direction of the interviews. I was 
also familiar with the process of researching very personal and at times painful 
material given the intense emotions that my previous research (on working with 
clients facing terminal cancer) had given rise to. However, my familiarity with the 
process did not in any way diminish the intensity and value of my experiences 
interviewing participants this year.
I was aware that asking about participants’ experiences of hope and hopelessness 
could potentially include painful personal experiences. In parallel to the relationships 
participants described forming with their clients, I was aware of the importance of 
building a relationship within the short time we had together. I tried to put participants 
at ease, giving them an opportunity to have a sense of what I was like as a person and 
how I responded to their answers at the beginning of the interview before asking them 
about more personal experiences. In this way, I hoped to build some trust with 
participants and to give them more informed choices about how much or how little 
they wanted to share with me. Before each interview began, I told participants that 
some of the interview questions were very personal in nature and that there was no 
obligation to answer any of them or give any reasons for this.
I was struck by the openness and honesty with which participants spoke of very 
personal and at times raw and painfiil experiences and emotions. I was moved by how 
trusting participants were of me in sharing not only their personal experiences of hope 
and hopelessness but also the painfiil and frightening feelings of self-doubt which 
their hopelessness sometimes gave rise to in their work. As a novice therapist myself, 
it was humbling and in some ways reassuring from a personal viewpoint to hear about 
the anxious struggles of much more experienced therapists.
My research triggered much self-reflection in terms of my practice and I became more 
acutely aware of my own hope and hopelessness both in terms of my clients and my
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ability to help them in therapy. I also became aware of the extent to which hearing the 
intense accounts of other therapists’ self-doubt tapped into my own feelings of self­
doubt which were at times painful and difficult to bear. I tried to draw on their ways of 
coping with their painful feelings and to remember the value in gaining a greater 
appreciation through empathy of clients’ feelings of hopelessness. The value in getting 
in touch with my feelings of hopelessness also reminded me of the light and dark 
metaphor often referred to by my participants in describing the intricate relationship 
between hope and hopelessness:
It’s [hopelessness] a place that it’s important to be in. In the deepest darkness 
bear witness to shadows. Observe the shadows because they bear witness to 
light. (Christopher)
I also reflected on the role of the reciprocal relationship not only with bereaved clients 
but in the interviews themselves, realising that, in being moved or picking up some of 
my participants’ feelings, I was engaging in the process of sharing genuine feelings in 
a relationship (albeit implicitly) paralleling in a small way the reciprocal relationships 
they described with their chents. I do not want to imply that this was a one way 
process and am aware that what came up in the interviews was inevitably co-created, 
not only in terms of what was communicated explicitly but also implicitly. In 
particular, the degree to which participants spoke about painful feelings may well 
have been partially influenced by how much or how little they felt I could bear.
My participants’ understanding of the reciprocal relationship and its role accorded 
with my personal view of therapy, in particular the therapeutic value in being able to 
express painful feelings in the presence of another who could stay with, tolerate and 
survive those feelings without being overwhelmed. I feel that the parallel process, 
which occurs in supervision where the supervisor also tolerates and survives the 
therapist’s hopelessness, reflects a very human and equalising need and the 
interpersonal healing process involved in being and sharing in a relationship. In the 
words of Kate:
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The process of someone being with you, times when someone is being really 
empathie, someone is next to your heart, for me, holding my heart and 
everything releases, a real psychic sense of release.
One of my struggles in carrying out the research was my experience of feeling 
somewhat overwhelmed by the richness and complexity of my data following the 
initial interviews. I wondered how I would be able to bring together in one analysis 
and produce a theoretical model based on what at first sight seemed like such differing 
and diverse accounts. However, I reminded myself of how my sense of being lost 
reflected part of a normal process often associated with the qualitative research 
endeavour. This enabled me to trust and hope in the process and, as I persevered with 
my analysis, what at first seemed irreconcilable and disparate gradually came 
together.
1 feel that 1 have learned a great deal from my research and my experience of 
interviewing the participants. What I have gained has not only enriched me personally 
but has given me greater insight into important interpersonal and intrapersonal 
processes in the context of bereavement work but also in the therapeutic encounter 
more generally. Many participants remarked on how their experiences of hope and 
hopelessness were applicable to other therapeutic contexts, particularly in relation to 
working with clients suffering from depression. My research has highlighted for me 
the intrinsic value of hope m therapy, the delicate balance between a therapist’s hope 
and hopelessness and the reciprocal relationship, all of which reflect the fimdamental 
role which the therapist’s use of self plays in the therapeutic encounter with bereaved 
chents as well as with clients more generally.
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